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Gross on the Surgery of Infaney and Childhood 


It is unusual that a book which has been in print 
for less than a year should be called a “classic.” 
This volume has been so described, and not by 
one physician but by many. Reviewers have point- 
ed out that it is well-nigh indispensable reading 
for every surgeon who operates on children. 


By Ropert E, Gross, M.D., 
M.: \ical School. 1000 pages, 7” x 10”, illustrated. $16.00. 
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Many reviewers have gone further and suggested 
that it should be studied and referred to by “any . 
physician to whom the ills of childhood are of genu- 
ine concern.” This is a wide category, but it does 
indeed seem true that hardly anyone can read 
GROSS without real and immediate benefit. 
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SPINAL ANESTHESIA 








Although employed in cesarean section throughout the 
country since 1941, spinal anesthesia was not given ex- 
tensively for this procedure at Children’s Hospital in San 
Francisco until 1947. Since then, however, it has practi- 
cally replaced all other forms of anesthesia for cesarean 
section at this institution. As shown in table 1, there were 
13,508 deliveries at Children’s Hospital during the six 
year period from 1947 through 1952. These included 
1,427 cesarean sections, of which 1,236 were performed 
under spinal anesthesia, for an incidence of 86.61%. 
The shift to spinal anesthesia can be attributed only to 
some very definite advantages, which the majority of the 
obstetric surgeons of this staff recognized. The more 
important of these are, first, the complete absence of all 
irritating drugs and the untoward complications associ- 
ated with inhalation anesthesia.’ In the 18 months prior 
to January, 1947, one patient died from inhalation of 
vomitus, following inhalation anesthesia, and three others 
required aspiration by bronchoscope to relieve complica- 
tions from the same cause. Second, the rapidity with 
which it takes effect gives it added advantages, even over 
local anesthesia, in the presence of fetal distress. Third, 
the almost complete absence of any detrimental effect 
upon the infant makes it particularly desirable in the 
presence of prematurity. This conclusion is shared by 
others, including Eastman.* Downing * has shown a 25 % 
decrease in fatality among premature infants by the use 
of caudal anesthesia. Masters and Ross * found an even 
higher rate with conduction anesthesia in general. 
Prematurity is not unusual in cesarean section. The 
presence of bleeding from placenta previa or premature 
separation of the placenta; the onset of premature labor, 
either with or without the rupture of membranes in pa- 
tients for repeated or elective section; and the presence of 
a progressive toxemia results frequently in the delivery 
of a premature infant. Errors in estimation of the fetal 
age also accounts for a substantial number of premature 
infants. However, a more accurate method of estimating 
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the age of the fetus in utero, using roentgenogram, was 
recently demonstrated by Adams; this should be helpful 
in obviating this latter group. A study of data based on a 
division of these premature infants into two groups, those 
who survived premature delivery complicated by such 
factors as early labor and those who were delivered pre- 
maturely because of faulty estimation of fetal age, reveals 
that the mortality in the first group was high (21 deaths 
among 111 infants). The pediatric staff believes, how- 
ever, that this rate would have been higher had any form 
of general anesthesia been used. In the second group only 
two neonatal deaths occurred. A fourth, and one of the 
most important advantages of spinal anesthesia, is the 
uniform excellent muscular relaxation it creates. This is 
definitely advantageous in any type of abdominal ap- 
proach but is particularly sujtable for the low transverse 
or Pfannenstiel incision. Used for 351 of our patients, the 
Pfannenstiel incision, as opposed to the midline incision, 
lends itself especially well not only to the low cervical 
uterine incision but also to any of the extraperitoneal 
procedures (of which there were 39 in this group). It has 
been previously shown that one of the chief advantages 
of this low transverse incision is the still further reduction 
in the amount of spinal anesthesia required.® This, in 
turn, results in widening the margin of safety of the low 
spinal type of anesthesia for cesarean section. 


METHOD OF ADMINISTRATION 

The selection of the drugs used for spinal anesthesia 
and the technique of their administration is subject to 
considerable variation in different parts of the country. 
Credit for a large part of the favorable results obtained 
in this particular group can be attributed to a very definite 
and, in so far as possible, uniform routine. A combination 
of procaine and tetracaine (Pontocaine) hydrochloride 
as a single injection was given in each of the 1,236 cases. 
By 1947, when the first of this group was delivered, it 
was widely known that the pregnant woman, due to the — 





Read before the Section on Obstetrics and Gynecology at the 102nd Annual Meeting of the American Medical Associat‘on, New York, June 2, 1953. 
1. Adriani, J.: Techniques and Procedures of Anesthesia, Springfield, Ill., Charles C Thomas, Publisher, 1947, p. 208. 


2. Eastman, N. J.: Prevention of Fetal Anoxia, Am. J. Dis. Child. 76: 661-665 (Dec.) 1948. 
3. Downing, G. C.: Caudal Analgesia in Private Obstetrical Practice: Review of 2,139 Cases, West. J. Surg. 59: 19-24 (Jan.) 1951. 
4. Masters, W. H., and Ross, R. W.: Conduction Anesthesia: Protection Afforded Premature Infant, J. A. M. A. 141:909-912 (Nov. 26) 1949. 


5. deCarle, D. W., and Durfee, R., B.: Pfannenstiel Incision for Caesarean Section, West. J. Surg. 56: 360-364’ (June) 1948. 
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increased intra-abdominal pressure, was particularly vul- 
nerable to spinal anesthesia in amounts ordinarily em- 
ployed in surgery in general. Therefore, no one of these 
patients received more than 50 mg. of procaine or 10 mg. 
of tetracaine. Many received less, especially when the 
transverse abdominal incision was employed. As little as 
35 mg. of procaine and 5 mg. of tetracaine was found to 
be adequate in many of these patients. 











TABLE 1.—Cesarean Sections at Children’s Hospital 
1947 to 1952 (Inclusive) 





















Total 

Deliv- Cesarean Per- Gen- 

erles Sections centage Spinal eral Caudal Local 
1947 2,460 251 10.2% 183 51 11 6 
1948 2,287 283 12.3% 248 138 10 7 
1949 2,286 216 9.5% 195 9 11} 1 
1950 2,236 209 9% 193 8 7 1 
1951 2,144 224 10.4% 198 17 7 3 
1952 2,095 244 11.6% 219 15 i 2 

Totals 13,508 1,427 10.54% 1,236 118 53 20 







The second important step in the successful adminis- 
tration of spinal anesthesia was the preparation of an 
intravenous route by the anesthesiologist. This was essen- 
tial for, first, the routine intravenous administration of 
fluids, namely, 5% glucose in this group, in amounts up 
to 1,000 cc.; second, the injection of oxytocics; third, the 
administration of further anesthesia when necessary; and 
fourth, as an immediately available avenue for blood 
transfusion. The fact that hemorrhage is the number one 
killer today lends further importance to this procedure. 
Although spinal anesthesia provides increased uterine 
tone with usually diminished blood loss, every obstetric 
patient in whom surgery was contemplated at Children’s 
Hospital was treated as a potential emergency. A routine 
check for anemia was required for every patient on en- 
trance. Crossmatching was done whenever it was deemed 
necessary by the surgeon-anesthesiologist team. Table 2 
gives the estimated blood loss among the patients in this 
group. It also includes the blood transfusions given. Out 
of 178 of these transfusions, one patient alone, with lower 
nephron nephrosis, received nine units of whole blood. 
At least one and usually two emergency units of type 
O-Rh negative blood were constantly available. Only one 
severe transfusion reaction occurred in the entire group 
in which 135 patients were reported as Rh negative. 

Still another important responsibility of the anesthesi- 
ologist was the constant observation of the blood pressure 
for any marked change. Sudden hypotension (“spinal 
shock”) occurred frequently in this particular group 
where spinal anesthesia was given as a single dose. In 
order to avoid the side-effects of such complications, one 
or more of the vasopressor agents was given in minimal 
dosage almost routinely to maintain or restore the blood 
pressure to a safer level. Of equal value was the immedi- 
ate and rapid delivery of the infant in a large majority of 
those patients whose blood pressure was unstable. The 
time element varied from 4 to 12 minutes, depending on 




























6. Greene, B. A., and Barcham, J.: Cerebral Complications Resulting 
from Hypertension by Vasopressor Drugs in Obstetrics, New York J. Med. 
49: 1424-1426 (June) 1949. 

7. Bell, T. F., and others: Maternal Mortality in San Francisco, Oak- 
land, and Berkeley, Calif., 1932-1938, Inclusive, read before the American 
Congress on Obstetrics and Gynecology, Cleveland, Sept. 11-15, 1939. 

8. deCarle, D. W.: Pregnancy and Cerebrovascular Complications, 
West. J. Surg. 57:1 181-191 (May) 1949. 
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the operator. This not only protected the infant from 
anoxia in the presence of such a marked fall in blood 
pressure but reduced immediately the strain on the 
maternal heart. Some 46 of the patients in this group, 
with marked hypotension preceding the administration 
of the anesthesia, were also carried through surgery by 
this method without any serious complication. ; 

In the occasional patient, a marked hypertension oc- 
curred. Therefore, extreme caution in the administration 
of the various oxytocics was observed when a vasopressor 
agent had been previously given.* The procedure of giy- 
ing oxytocin (Pitocin) directly into the uterine muscula- 
ture was abandoned except in 11 of these patients, 
However, two patients to whom an intravenous injection 
of ergonovine (Ergotrate) maleate was administered 
after ephedrine therapy showed abrupt rises in systolic 
pressure to over 200 mm. Hg. Headache with some 
retching was noted. Because of the increased danger 
with such a reaction, special care was used in the super- 
vision of the 48 patients in whom systolic pressure was 
over 140 mm. Hg before the anesthetic was given. 


MATERNAL MORTALITY 

The incidence of cesarean section, as that of maternal 
mortality, varies considerably in different sections of the 
country. In 1938, Bell’ reported the findings of the 
Maternal Mortality Committee of the San Francisco 
Gynecology Society, for the years 1932 through 1938. 
Included in these were the statistics on the number of 
cesarean sections done in the San Francisco hospitals 
collectively and individually. As shown in table 3, there 
were 2,592 sections done in the San Francisco hospitals 
during that time for an incidence of 5.63%. Of these, 
20% were classical. There was a total of 49 maternal 
deaths. Sepsis was the leading cause, followed in turn by 
toxemia, hemorrhage, and embolism. The last group of 
figures comprise those from which the present study was 
taken. As shown here, 1,427 cesarean sections were per- 
formed at Children’s Hospital from 1947 to 1952, in- 
clusive, for an incidence of 10.56%. There were three 
fatalities during this time, following cesarean section, for 
an incidence of 0.21%. However, two of these were 
operated upon in the presence of a spontaneous sub- 
arachnoid hemorrhage.® The third patient died as the re- 


TABLE 2.—Estimated Blood Loss and Transfusions 


Estimated Blood Loss Blood Transfusions 


SR A <3 
1,000 Ce. 1,500 Ce. 





_ goiter — sii > ££ BT 
500 Ce. 1,000 Ce. 1,500 Ce. 500 Ce, 


1947 44 8 0 23 0 1 
1948 49 5 0 32 l 2 
1949 22 2 1 22 1 0 
1950 26 2 1 24 5 0 
1951 34 4 1 18 4 
1952 47 4 1 42 1 

4 


ort is 


Totals 222 25 161 2 
sult of an afibrinemia, following an extensive premature 
separation of the placenta. All three were delivered under 
general or local anesthesia and therefore are not included 
in this group under consideration. 


RESULTS OF LOWERED MORTALITY 

A comparative study of these statistics brings us to 
some definite conclusions. First, although the incidence 
of cesarean section was far less 15 years ago, the maternal 
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mortality was infinitely higher. Second, the greatly low- 
ered incidence during 1947 to 1952 could have been 
brought about only by certain very definite factors. The 
most important of these can be summarized as follows: 
The training of personnel in surgical and anesthetic pro- 
cedures has improved; there has been an increase in the 
use of newer surgical techniques such as low transverse 
uterine, extraperitoneal, and transverse abdominal ap- 
proaches; improved anesthetic agents are being adminis- 
tered more competently by better trained personnel 
applying increased knowledge of the physiology of water 
balance, vasopressor substances, and oxytocics; the 
handling of whole blood has improved due to the growth 
of blood banks, revision of blood groupings, and dis- 
covery of the Rh factor; sulfonamides and antibiotics add 
significantly to the control of infection; and methods of 
roentgenogram pelvimetry and soft tissue diagnosis has 
been improved. 

Third, these factors in turn, by lowering the fetal and 
maternal mortality in cesarean section, have contributed 
lessened mortality for mother and child in general. Lastly, 





TABLE 3.—Incidence of Cesarean Section 
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number for the same patient is possible. Data accu- 
mulated over the six-year period from 1947 to 1952 re- 
veal that 331 women had a second cesarean section; 97, 
a third; and 16, a fourth. It is evident that repeated sec- 
tions can no longer be considered unusual. In the entire 
group reported by Bell* in 1938, there were only five 
repeated sections. On the other hand, in the present 
group, as shown by table 4, the repeated sections actually 
outnumbered all other indications, especially in the last 
three years, with a total of 444. With these figures in 
mind, the marked increase in the incidence of cesarean 
section in a private hospital such as Children’s is more 
easily understandable. 

Further study of table 4 shows other factors that may 
have affected the incidence of cesarean section in this 
group. Among these, rheumatic heart disease should have 
no place. Only when there is a definite obstetric indica- 
tion should cesarean section be done in such a patient 
and then never under spinal anesthesia. Trial labor, as 
shown by Hunt,'* is extremely valuable in the evaluation 
of certain so-called obstetric imponderables. There were 





Cesareans 
Total Deliveries — ote —— _, 
1932-1938 Number Per Cent Classic 
(a REE ae eee a 2? 592 5.63% 531 
(20%) 


All San Francisco Hospitals 


Low Extra Not 

Cervical Porro 
1,679 57 12 312 49 1.89% 
(65%) (2%) (0.5%) (12%) 





Type of Operation 


Deaths 


Peritoneal Reported Number Per Cent 








1932-1938 Five Leading San Francisco Hospitals 
REN 6 0-veveccsecesseccctas 253 10.25% 11 223 4 7 s 3 1.18% 
Pe bekscieradtindstdabite 180 4.99% 3 175 2 0 0 2 1.11% 
RNs cleudcweksseaenesdseen 173 3.26% q 35 1 0 132 1 0.57% 
aarp ee 372 6.97% 49 310 7 0 6 5 1.34% 
eer ah aie cate tah ieeibde ett 153 9.70% 59 87 2 0 ) 8 5.22% 
ee es asotee 393 9.15% 56 332 1 4 0 5 1.27 
(14%) (84%) (1%) 
Children’s Hospital, San Francisco 1947-1952 
8 ee ae aver 1,427 10.56% 13 1,350 25 39 0 3 0.21% 


(0.9%) 





(90%) (1.7%) (2.7%) 








in so doing, they have widened the indications for this 
procedure, thereby increasing the incidence of cesarean 
section. Harris and his group ® have arrived at a similar 
conclusion in a comparative study of two groups of cases 
taken from one of the Los Angeles hospitals. Although 
their incidence of cesarean section was 9.79%, they had 
0.05% maternal mortality from cesarean section as op- 
posed to 0.08% among the patients delivered from below. 
Lull,'® in 1943, made a similar comparison, as did Tollef- 
son '' with an 11% cesarean incidence. In a more recent 
study Lull and Ullery,'* in whose study the incidence was 
7.2%, explained the increase in cesarean section upon a 
definite trend toward this procedure in the presence of a 
toxemia, placenta previa, and premature separation of 
the placenta. Another reason given by them is the chang- 
ing attitude toward repeated sections. In the old classical 
technique, a second section was thought to be more than 
sufficient in any one patient. In many instances, the pa- 
tient was delivered from below, following a previous 
section, sometimes with serious results. The low cervical 
approach, whether extraperitoneal or transperitoneal, 
combined with the administration of antibiotics and 
whole blood has so improved the technique and dimin- 
ished the risk of repeated sections that an increasing 






279 such trial labors in this group that were considered 
entirely satisfactory. There were another 31 that were 
preceded by attempted induction of labor with very un- 
satisfactory results. Probably, a spontaneous labor could 
have resulted in delivery from below of a substantial 
percentage of these patients. 


POSTOPERATIVE COMPLICATIONS 


The postoperative complications that occurred in these 
patients were of two types: those that were the direct 
result of surgery and those complications that arose from 
the anesthesia itself. In three patients of the first group 
postoperative phlebitis developed; acute distention with 
early signs of obstruction developed in five; two had 
pneumonitis, and one patient had lower nephron nephro- 
sis. The diagnosis for another patient whose systolic 
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blood pressure was 50 mm. Hg or less for 24 hours 
following surgery was adrenal apoplexy. In two patients, 
dehiscence occurred in the wounds, following midline 
incisions. One patient who had had a Pfannenstiel type 
of incision had to be returned to surgery to be evacuated 
of a large subfascial hematoma. Rupture of the uterus 
occurred in none of these patients. Only two patients in 
this group who were operated upon were allowed to 
deliver from below in subsequent pregnancies. 

In the second or postspinal group of patients, none of 
the moreserious neurological compli -ions so frequently 
described in the literature ** developed. Four patients, 
however, complained bitterly of persistent backaches at 
the site of the injection. All but one of these had recovered 
satisfactorily by the end of six weeks. While incontinence 
was only transitory in 1 patient, 3 required retention 
catheters, and 23 others required repeated catheteriza- 
tion. Aside from these, the most serious kidney compli- 
cation in the entire group followed a general rather than 
a spinal anesthesia. 


TABLE 4.—IJndications for Cesarean Section 


1947 1948 1949 1950 1951 1952 Total 
Cephalopelvie disproportion 119 = «9 45 43 51 427 
Repeated 73 51 83 94 99 444 
Placenta previa j { 2 6 9 11 37 
Abruptio placenta 5 6 3 14 42 


Toxemia 
Preeclampsia 
Eclampsia 


43 

4 
42 
21 
26 
18 
19 


Pelvie contraction 

Cervical dystocia 

Uterine inertia 
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Eighteen patients complained of moderately severe 
headache, and in 45 others the headache was definitely 
severe, for an incidence of 5.09%. According to Thor- 
sen,'® patients with spinal headaches should be divided 
into three separate groups for purposes of treatment. 
Least important of these is the so-called miscellaneous 
group in whom headache may arise from multiple causes 
and should respond fairly satisfactorily to the ordinary 
means of treatment. The first 18 patients probably be- 
longed to this group. The other 45, however, should 
have been separated into those with headaches due to 
decreased cerebrospinal pressure resulting from loss of 
cerebrospinal fluid, and those with headaches associated 
with an increased cerebrospinal pressure resulting from 
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16. Potter, J. K., and Pender, B. H.: Anesthesia for Caesarean Section, 
Anesth. & Analg. 30: 35-40 (Jan.-Feb.) 1951. 

17. Greenhill, J. P.: Shall Spinal Anesthesia Be Used in Obstetrics? 
Anesthesiology 11: 283-288 (May) 1950. 
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a combined closure of the dural puncture wound anq 
stimulation of the choroid plexus. Because of the asso. 
ciated dehydration, the first condition reportedly re. 
sponds well to the administration of a hypotonic saline 
solution, 0.5% normal. The second responds well to ad- 
ministration of a hypertonic saline solution, according 
to Thorsen.** Unfortunately, these 45 patients, with fey 
exceptions, were treated with a variety of drugs with very 
indifferent and unsatisfactory results. 

It is worthy of note that the results of Wassermann 
tests were positive for only one patient, and here the cere- 
brospinal fluid was negative. In this regard, the depart- 
ment of anesthesiology urges that the obstetrician be 
familiar with not only the serology but also the history 
of any central nervous system disease present in his pa- 
tient. This knowledge, they feel, may help avoid serious 
trouble for a busy anesthesiologist in an emergency in- 
volving such a patient. 


COMMENT 


Beginning in 1941, there was a definite shift to spinal 
anesthesia, according to Potter and Pender.'® This trend 
increased rapidly until 1943, when, according to these 
authors, 84% of all sections were done under this anes- 
thetic. Since 1945, however, the number in all areas of 
surgery where spinal anesthesia has been used has 
dropped gradually. This may be attributed to the con- 
troversial position held by spinal anesthesia and the ad- 
verse publicity given it. The technique of spinal puncture 
unfortunately is comparatively simple, even for the un- 
trained. Probably the greatest single cause of disastrous 
results from the use of spinal anesthesia is due to this 
very simplicity. There is danger when this form of anes- 
thesia is administered by someone who is unfamiliar with 
the physiology of the drugs employed and the contrain- 
dications to their use and who is not able to recognize 
the early signs of serious trouble. Only administration by 
properly trained personnel can ensure successful results; 
this has been pointed out by Greenhill.*? Needless to say, 
all anesthesia used in our study was given by trained 
physician-anesthesiologists. 

It is indeed unfortunate that a procedure as valuable 
as spinal anesthesia has become a paradox in medicine. 
To the obstetrician, it has distinct advantages in cesarean 
section as well as in vaginal delivery. The pediatrician 
states unequivocally that it surpasses any other type of 
anesthesia for the safety of the infant in cesarean sec- 
tion. This is especially true in the premature delivery 
where fetal anoxia is reduced to a minimum. On the 
other hand, even to the trained anesthesiologist, spinal 
anesthesia presents certain difficulties. The smaller and 
safer dosage, the constant improvement of the drugs 
used, and the improved techniques for their administra- 
tion are lessening these difficulties. 

The law, the public, and, at times, even the neurolo- 
gist have placed the anesthesiologist and the obstetrician 
in the position of having to prove that spinal anesthesia 
is not the causative factor of certain untoward complica- 
tions, rather than the reverse. Unless something is done, 
conduction anesthesia in general, at least in the state of 
California, may have to be discarded. This, in turn can 
mean an immediate increase in fetal mortality, especially 
in the premature group. The same would be true of ma- 
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ternal mortality. I believe that this can be done only by, 
first, preventing the use of conduction anesthesia by the 
untrained; second, by increasing the number of well- 
trained physician-anesthesiologists; and, thirdly, by alert- 
ing the public by publishing statistics of the kind pre- 
sented here. 
SUMMARY 

An analysis is presented of 1,236 cases in which spinal 
anesthesia was given successfully for cesarean section 
with no maternal mortality. The advantages and disad- 
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vantages of the technique employed are discussed. Jus- 
tification for the high incidence of cesarean section in this 
group is offered. Spinal anesthesia in the hands of the 
trained anesthesiologist is stated to be, in the opinion of 
the authors, the best form of anesthesia to date for both 
mother and infant in cesarean section. The importance is 
stressed of making every effort to educate the public to 
its advantages as long as the margins of safety can be 
constantly increased. 


2000 VanNess Ave. (9). 











ELECTIVE APPENDECTOMY 





The story of appendicitis is a proud chapter in the his- 
tory of medicine. In 1935, the disease took 16,142 lives 
in the United States. In 1940, the death rate from this 
cause was 12,999, and in 1945 the mortality dropped to 
6,697. In 1950, 2,897 lives were lost from the disease. 
Comparison of these statistics is even more striking when 
it is observed that inthe United States in 1935 one per- 
son died from appendicitis every 33 minutes, or a total 
of 44 a day, while in 1950 one died every three hours ar 
eight persons a day. The mortality rate over a 15 year 
period, 1935 to 1950, dropped 85%. The rapid decrease 
in the death rate from appendicitis is due to: (1) im- 
proved medical care and surgical technique; (2) dis- 
covery and use of antibiotics; (3) nationwide health edu- 
cation that has caused an increasing proportion of 
patients to seek treatment early, before complications 
arise; and (4) prophylactic appendectomies during pel- 
vic and abdominal surgery. 

It is beyond the scope of this paper to consider in de- 
tail all of the factors influencing the remarkable down- 
ward trend in death rate from appendicitis. The fact, 
however, that in 1950 appendicitis took 2,897 lives in 
the United States indicates that there is still a need to 
improve the methods of coping with this disease and to 
widen their effective use. Elective appendectomy in con- 
junction with pelvic and abdominal surgery has gradu- 
ally become an accepted and recommended procedure, 
but reluctance to perform a prophylactic appendectomy 
at the time of cesarean section still exists among surgeons. 
This presents a challenge that should be investigated to 
ascertain whether the premises on which this reluctance 
rests are valid. 

It is the purpose of this paper to show the develop- 
ment and acceptance of elective appendectomy in con- 
junction with pelvic and abdominal surgery through a 
review of some of the literature and to answer the chal- 
lenge of performing elective appendectomy with cesar- 
ean section by presenting a series of 20 cases of my own 
and a survey of 764 cases of other surgeons. All of these 
cases were without any significant complications attrib- 
utable to the incidental removal of the appendix. 


SURVEY OF LITERATURE 
In 1908, Fischer‘ wrote, “For the last two years it 
has been my rule to remove the appendix when I opened 
the abdomen for other causes, where the condition of the 


AT THE TIME OF CESAREAN SECTION 
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patient would allow this extra procedure.” In 1910, 
McWilliams ? reported a series of 1,411 appendectomies 
performed at the Presbyterian Hospital in New York 
from 1906 through 1909. Of these, 212 were done in- 
cidentally during laparotomies for other reasons. He said, 
“IT have seen no list of such operations to prove that the 
removal of the appendix will prejudice recovery.” In his 
own work he removed the appendix in 299 of the last 
600 abdominal sections he had done for causes other 
than appendicitis or the removal of the appendix. 

In 1911, Goldspohn * published an article in which he 
quoted the experience of a number of surgeons who 
found it necessary to do appendectomies after other ab- 
dominal operations and who were beginning to advocate 
the elective removal of this “mischievous and useless 
organ” when the abdomen was opened for other reasons. 
In 1913, Goldspohn * said, “Prophylaxis is becoming 
more and more the better part of the function of every 
medical man. . . . During the past ten years the appendix 
has been removed incidentally with constantly increas- 
ing frequency.” Since then, the advisability of remov- 
ing the apparently healthy appendix at the time of other 
abdominal surgery has been the subject of much discus- 
sion. Most surgeons now agree that it is a sound and 
advisable procedure when done judiciously. Adair ° states 
that “The removal of the appendix during laparotomy for 
other conditions, if the appendectomy does not entail any 
appreciable additional risk, is sound prophylaxis.” Ber- 
keley and Bonney ° remove the appendix in well-chosen 
cases. 
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Curtis,’ during the earlier years of his surgical experi- 
ence, did elective appendectomies at gynecologic opera- 
tions. His views were temporarily modified by a few dis- 
appointing cases, but he reverted to routine removal of 
the appendix, unless the procedure was contraindicated. 

Marshall and Macer,* in their review of the mortality 
in 10,622 operations done on the gynecologic service at 
the Los Angeles County General Hospital; found that 
the elective appendectomies undoubtedly influenced the 
fatal outcome of some of the cases. Fatalities occurred, 
however, in patients on whom the appendectomies were 
done after prolonged and difficult operations or in in- 
stances in which there were accidental errors in the tech- 
nique of the appendectomy. Pratt,® in reporting on mor- 
bidity after total hysterectomies at the Mayo Clinic, 
found that appendectomies performed simultaneously 
with total hysterectomies had no effect on morbidity and 
should be performed on all patients in whom there are 
no contraindications. Rosset and Conston '° found that 
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in 12% of their cases there was asymptomatic appendi- 
citis. They advise routine incidental appendectomy pro- 
vided risk to the patient is not increased. 

Taniguchi and Kilkenny *' in a review of 532 cases 
found no complications attributable to the prophylactic 
appendectomy and advise the routine removal of the ap- 
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pendix in pelvic surgery whenever it is accessible 
Te Linde,’* in his book “Operative Gynecology,” states 
that it is his custom to remove the appendix in all pelvic 
laparotomies except in those cases in which it appears 
inadvisable to prolong the operation. He also states that 
at occasional intervals acutely inflammed and even rup. 
tured appendixes are found in women who have had pre- 
vious pelvic laparotomies. Wharton ** states that “We 
routinely remove the appendix during all pelvic lapa- 
rotomies, unless the condition of the patient does not 
allow the additional surgery.” 

When one considers the evidence in favor of appen- 
dectomy in gynecologic surgery, questions naturally arise 
regarding the indications for this procedure in cesarean 
section. The feeling among obstetricians, that the ap- 
pendix should not be removed at cesarean section, prob- 
ably stems from the fact that the mortality rate has been 
higher in appendicitis during pregnancy than when not 
associated with pregnancy. The significance of this high 
mortality rate has been shown by investigators who have 
found that with proper treatment the mortality among 
pregnant women with appendicitis is no higher than 
among those who were not pregnant. 

Lloyd-Green,** in her report from Australia, states that 
the mortality of appendicitis complicating pregnancy is 
the mortality of delay. De Voe, Day, and Ferris *° of the 
Mayo Clinic report a pregnancy at term complicated by 
ruptured appendix. Dr. Ferris states that the reason for 
the high mortality rate of appendicitis in pregnancy is 
that the diagnosis is arrived at too slowly. Maes, Boyce, 
and McSettridge ** remark that the pathological condi- 
tion is usually aggravated by delay. 

Te Linde ** also upholds this viewpoint when he states 
that “The mortality of acute appendicitis in pregnancy is 
greater than in the nonpregnant. This is due to delay in 
diagnosis. It is doubtful that the mortality would be 
greater if these women were operated upon as early as the 
nonpregnant. . . . It becomes clear, then, that the mor- 
tality of appendicitis that complicates pregnancy is 
the mortality of delayed treatment, and delayed treat- 
ment is due to difficulties in diagnosis in the pregnant 
woman.” Warfield ** of the Georgetown University Med- 
ical School, Washington, D. C., remarks that the impor- 
tant concept to remember is that the mortality of appen- 
dicitis is the mortality of delay. 


PERSONAL EXPERIENCE 

My interest in the subject was aroused in 1939 when 
a patient who was to have her third cesarean section re- 
quested that an appendectomy be done at the time of the 
section. Having been taught, and firmly believing, that 
performing an appendectomy at the time of cesarean sec- 
tion is a hazardous procedure because of the danger of in- 
fection, I felt obliged to deny her request. The cesarean 
section and appendectomy were done by another phy- 
sician, and the patient’s postoperative course was un- 
eventful. 

In 1946 in a patient on whom I had done a cesarean 
section, appendicitis developed a few months later and 
necessitated an appendectomy. I could not help but feel 
that the patient who had the appendectomy at the time of 
the cesarean section was the more fortunate of the two. 
I performed the first appendectomy with a cesarean sec- 
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tion in 1947 and have done 19 similar operations since 
that time. Data on all of these cases are listed in the table. 

In no instance was the appendectomy the indication 
for cesarean section. Each appendectomy was done elec- 
tially and was secondary to cesarean section. Spinal anes- 
thesia was used in 19 cases and cyclopropane in 1 case. 
The vertical skin incision was used in 17 cases and the 
transverse in 3 cases. The appendix is more accessible 
when the vertical incision is used. The low cervical ce- 
sarean section was the technique used in all cases. The 
transverse incision was used in the lower uterine segment 
in 19 patients, whereas the vertical was used in 1 in 
whom large veins were present laterally. 

The technique used in removing the appendix con- 
sisted of ligating the appendix at the base with 000 ab- 





Data on Appendectomies Performed at the Time of Cesarean Section 
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Ten patients received 500 cc. of whole blood during 
surgery. Three of the more anemic patients received 
1,000 cc., and seven were not given transfusions. All 
patients, with the exception of those in cases 1 and 2, 
received antibiotics for three or four days after surgery, 
and a few received them before surgery. Penicillin, pro- 
caine penicillin G (Crysticillin and Duracillin), and 
streptomycin were the antibiotic agents used. There were 
no infections, and the incisions all healed by primary 
union. 

The morbidity was 15%. This is satisfactory consider- 
ing the morbidity standard used; namely, that of the 
Joint Committee on Maternal Welfare. It is defined as 
temperature of 100.4 F (38 C) occurring on any 2 of 
the first 10 days post partum, exclusive of the first 24 





Race Hemo- Date of 
or Hours globin, Section Number Trans- Days 
Nation- Age, of Condition of Gm. per Indications for Plus of Skin fusion, Mor- in Hos- 
Case ality » 2 Labor Membranes 100 Ce. Section Appendectomy Section Incision Ce. bidity pital 
1 c* 34 0 Ruptured, 13.5 Previous section 9/ 3/47 2nd Vt 500 0 s 
3 hr. 
2 Cc $1 0 Intact 13.7 Postmature 8 wk.; 9/23/47 1st Vv 500 0 . 
previous dead baby 
3 Cc 19 0 Intact 12.0 Placenta previa 10/29/48 lst Vv 500 + 6 
4 8) 40 0 Intact 13.2 Previous section 7/31/49 2nd v 0 0 7 
5 Cc 33 0 Intact “one Previous section 4/17/50 2nd Vv 1,000 0 6 
6 Cc 30 0 Intact 14.2 Twins—breech and 5/ 5/50 Ist Vv 0 0 6 
footling 
7 Nt 30 Few Intact 9.8 Previous section 1/ 7/518 8rd v 1,000 © 6 
s Jil 40 0 Intact 14.0 Elderly primipara; 2/ 4/51 1st Vv 0 0 7 
fetal distress 
9 C 24 Few Ruptured, 13.2 Placenta previa 3/ 9/51 1st Tq 500 0 6 
6 hr. 
10 Cc 81 Few Ruptured, 10.8 Fibromyomas and 4/ 7/51% Ist T 500 + 9 
10 hr. uterine inertia 
ll Cc 36 8 Ruptured, 10.9 Elderly primipara; 4/26/51 Ist T 500 0 8 
12 hr. android pelvis 
12 0 82 Few Intact 12.7 Previous section 8/20/51 2nd Vv 500 0 8 
13 Cc 28 0 Intact 11.3 Previous section 10/ 1/51 2nd Vv 500 0 6 
14 Cc 30 0 Intact 9.6 Previous section 3/26/52§ 2nd Vv 1,000 0 6 
15 oO 88 0 Intact 12.2 Previous section 4/10/52 2nd V 0 0 6 
16 N 33 0 Intact 9.5 Previous section 5/ 1/52 2nd Vv 500 0 6 
17 Cc 35 Few Ruptured, 12.6 Previous section 8/25/52** 2nd Vv 0 0 4 
4 hr. 
18 N 40 0 Intact 13.8 Previous section 10/30/52§ 2nd V 500 + 7 
19 N 41 Few Ruptured, 11.7 Vasa previa 2/19/53 1st Vv 0 0 7 
3 hr. 
20 Cc 33 0 Intact 13.0 Previous section 3/ 1/53 2nd V 0 0 6 














* Caucasian. 

t Vertical. 

t Negro. 

§ Also tubal ligation. 


sorbable (chromic) surgical suture, excising it, coating 
the stump with phenol, and inverting it with 00 absorbable 
(chromic) surgical suture in a pursestring fashion. The 
appendectomy was performed at the time of the first 
cesarean section in 8 of the cases, with the second section 
in 11 cases, and with the third section in one case. A 
myomectomy was performed in one patient (case 10). 
Three patients were sterilized by the excision of approxi- 
mately 2 cm. of the middle portion of the tubes and by 
ligating and burying both of the cut ends of the tubes. 
The patient in case 20 had a 2 cm. window of the 
uterine scar. The incision was made over the previ- 
ous scar. No difficulty was encountered in closing this 
incision. 

All appendixes were studied by the laboratory; all were 
reported as normal, except the one from the patient in 
case 17. In that patient, a lipid granuloma of the appen- 
dix was found. 


|| Japanese. 
q Transverse. 


~ Also myomectomy. 
** Lipid granuloma of appendix. 





hours, and taken by mouth by a standard technique at 
least four times a day. There were three patients in the 
group whose postoperative temperatures were 100.4 F 
or above on two and three days after surgery. The patient 
in case 3 was operated for placenta praevia, and an 
appendectomy was done. She had a temperature of 100.4 
F and 101.6 F (38.7 C) on two postoperative days. The 
patient in case 10 had a myomectomy and appendectomy 
with the cesarean section. Her temperature was 101 F 
(38.4 C), 100.8 F (38.2 C), and 100.4 F on the first, 
second, and fourth postoperative days, respectively. The 
patient in case 18 was a 40-year-old Negro woman who 
had a repeat cesarean section with sterilization. Her tem- 
perature was 100.4 F and 101.6 F on the second and 
third days, respectively. She left the hospital on the 
seventh day in good condition. The average hospital stay 
was six and seven-tenths days per patient. The shortest 
hospital stay was four days, and the longest was nine 
days. 
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EXPERIENCE OF OTHERS 


In addition to the 20 cases from my own experience, 
I would like to present a survey of 764 cases from the 
practices of a number of surgeons with whom I have 
communicated and who have graciously given me per- 
mission to use their material and from the gynecologic 
and obstetric services of the White Memorial Hospital 
and the Los Angeles County General Hospital. 

R. J. Thompson of Los Angeles states, “I am very 
interested in the work that you are doing on the problem 
of performing appendectomy at the time of cesarean 
section. In years past I have frequently followed such a 
procedure, and I have never regretted having removed 
an appendix at the time of cesarean section. I am con- 
vinced that, since we now have antibiotics available, this 
procedure can be made even a more safe one than in 
times past. For this reason I do not hesitate, when the 
abdomen is opened and cesarean section is performed, 
to remove the appendix.” 

J. C. Irwin of Los Angeles reports that he has been 
performing elective appendectomies at the time of 
cesarean sections since approximately 1930. He has been 
doing this supplemental surgery only if there were no 
complications of the cesarean section or pregnancy that 
would otherwise contraindicate such a procedure. He 
has performed more than 200 appendectomies at the 
time of cesarean sections and to his knowledge has had 
no complications attributable to this supplemental sur- 
gery. He feels that it is definitely the procedure to follow 
in such circumstances. 

H. E. Tebbetts and associates of Whittier, Calif., have 
performed 110 appendectomies with cesarean sections 
during 1943 to 1952, inclusive. Antibiotics were given 
when indicated, and there were no infections. J. Naeslund 
of the Uppsala University, Uppsala, Sweden, has done 
elective appendectomies with cesarean sections since 
1925; 263 cesarean sections were performed on his serv- 
ice from 1935 through 1952. Incidental appendectomies 
were done on 106 of these patients. The appendix had 
been removed previously in 68, and the condition of the 
remaining 89 was not considered suitable to allow the 
additional surgery. There were two deaths among the 
106 patients who had an appendectomy with the cesarean 
section; 1 died of bronchopneumonia and the other of 
toxicosis gravis and uremia. There were no infections or 
complications attributable to the appendectomies. 


W. F. Kroener and L. T. Hibbard of Whittier, Calif., 
performed 85 appendectomies with 101 cesarean sec- 
tions between 1945 and 1952, inclusive. Of this group, 
the microscopic examination of the appendix revealed 
mild acute catarrhal appendicitis in one case, mild acute 
appendicitis in one case, and carcinoid of the appendix 
in one case. Antibiotics were given in 25 cases, while 
none were used with the remaining 60. There were no 
complications ascribable to the appendectomies, and the 
morbidity was only 14%. H. W. Henken of San Bernar- 
dino, Calif., writes: “Your question concerning the 
performance of an appendectomy at the time of a 
cesarean section is interesting. This problem first came 
to my attention when a patient on whom I performed a 
cesarean section came in the same year for an emergency 
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appendectomy. At the time of the cesarean section, the 
question of an appendectomy was discussed. Since that 
time I have done more than 50 appendectomies on se- 
lected cases at the time of the cesarean section. In no 
instance was there any significant change in the recovery 
of the patient.” y 

F. O. Wood and G. L. Austin Jr. of Hartford, Conn.. 
treated a series of 200 cases of appendectomy at the time 
of cesarean section without infection. Some of the patho- 
logical findings reported included acute appendicitis, 
fibrosis of the appendix, decidual reaction, carcinoid of 
the appendix, and oxyuria vermicularis. 

In addition to the 20 cases described in the table, 7 
other cases of appendectomy with cesarean section have 
been recorded at the White Memorial Hospital. There 
were no infections among these patients. Elective appen- 
dectomy at the time of cesarean section has not been 
done at the Los Angeles County General Hospital until 
this year. Since Jan. 1, 1953, six such operations have 
been performed without complication. By personal com- 
munication, a number of isolated cases performed with 
satisfactory results have been reported. 


SUMMARY AND CONCLUSIONS 
The data on 20 private patients on whom elective 
appendectomy was done with cesarean section are pre- 
sented. A survey of 764 similar procedures performed 
by other surgeons is included. All of the operations were 
without any significant complications that could be 
attributed to the incidental removal of the appendix. The 
appendectomy was done only when the patient was in 
good general condition, when the anesthetic was well 
tolerated, when the cesarean section itself did not present 
any difficult or unusual time consuming features, and 
when the appendix was accessible. It is my opinion that 
in the well-chosen case an elective appendectomy at the 
time of cesarean section is a safe and desirable adjunct 
in the armamentarium for safeguarding the life and 
health of patients. 


401 N. Bailey St. (33). 





Carcinoma of the Vulva—Although a relatively rare condi- 
tion, this is the gynecological cancer most characteristic of 
old age. The fact that so many cases follow on an external 
vulvar dermatitis of long standing often has the paradoxical 
effect of delaying the diagnosis. The symptoms are regarded 
by the patient as further manifestations of the chronic martyr- 
dom to which she has been subject, and advice is not sought 
until a late stage. The lymphatic drainage of the vulva is 
exceptionally free. Many anastomotic channels cross the mid- 
line, allowing the cancer to spread rapidly and bilaterally. 
The inguinal or iliac metastases are extremely painful, press 
upon, and not infrequently erode, the great vessels, and 
fungate readily. It is therefore most necessary to secure the 
prompt diagnosis and the adequate treatment of vulvar cancer. 
Radiotherapy is not generally useful: the response of the 
primary tumor is unpredictable, the production of much locai 
necrosis is an unpleasant and not infrequent complication, 
and the secondary deposits in the nodes are resistant to treat- 
ment. The operative extirpation of the whole vulva with the 
lymph nodes on both sides is the treatment of choice and is 
usually well tolerated even by feeble old ladies. The immedi- 
ate relief of pain and the improvement in general health are 
often quite remarkable—W. I. Morris, M.D., Gynaecological 
Disorders in Old Age, Practitioner, November, 1953. 
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Soon after chlortetracycline (Aureomycin) became 
available for clinical evaluation, several reports pre- 
sented data showing that this drug is effective in primary 
atypical pneumonia.’ The paper by one of us (G. M.) 
and Shragg ‘4 reported that a sharp difference was noted 
between the duration of elevation of temperature in a 
group of patients treated with chlortetracycline and in a 
comparable group treated with penicillin. Since that time 
we have had additional opportunity to use chlortetra- 
cycline in this disease and have consistently observed a 
prompt drop in temperature and rapid clinical recovery. 
Experience with chloramphenicol (Chloromycetin) and 
oxytetracycline (Terramycin) has been more limited, 
but results have been generally similar. 

Partly because adequately controlled studies have been 
so few in number and partly because primary atypical 
pneumonia is a disease that is often of short duration 
even when no chemotherapy is used, there has been con- 
siderable reluctance ‘1 some quarters to accept the thesis 
that the therapeutic effectiveness of chlortetracycline in 
this disease has been established. It seemed advisable, 
therefore, when large numbers of cases of primary 
atypical pneumonia began to occur at Fort Ord, Cali- 
fornia, during the fall of 1950, to study further the 
effectiveness of chlortetracycline and to compare its 
effectiveness with that of chloramphenicol and of oxy- 
tetracycline. With these objectives, an investigation was 
initiated during October, 1950, and continued until 
March, 1951. During that time data were collected on 
149 patients with a diagnosis of primary atypical pneu- 
monia who were treated with one of the three antibiotics 
mentioned or with penicillin. The penicillin-treated group 
was regarded as the control group. Penicillin was used 
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in this role because it is generally held to have no thera- 
peutic effect in primary atypical pneumonia and because 
its use tended to cancel out any advantage accruing to 
the other drugs in the event that patients with bacterial 
pneumonia were inadvertently included in the series. 


MATERIALS AND METHODS 

Type of Patients Treated.—The patients were mili- 
tary personnel, the majority of whom were engaged in 
basic training soon after induction into the Army. All 
were males and, with few exceptions, were in the young 
adult age group. All were patients at the Station Hos- 
pital, Fort Ord. 

Diagnostic Criteria.—The criteria followed in making 
a diagnosis of primary atypical pneumonia have been 
presented elsewhere.* Patients were included in the study 
group only when one, or more than one, area of infiltra- 
tion was observed in the chest roentgenogram. Patients 
with pneumonia were excluded from the study if (1) 
the temperature readings during the 24 hours before 
treatment was started failed to reach 100 F; (2) the 
patient’s course suggested that spontaneous recovery 
was imminent; (3) the clinical and laboratory findings 
suggested a bacterial etiology; or (4) the results of sero- 
logic tests established a diagnosis of influenza. The pur- 
poses of this screening were to narrow the study group, 
insofar as possible, to patients with a single clinical 
entity and to exclude patients whose illness was so mild 
or so near to spontaneous termination as to make evalu- 
ation of drug effect impossible. 

Cold Hemagglutinins.—Cold agglutination tests were 
done for most patients, but in the majority of instances 
serum specimens were collected during their hospital 
stay and consequently in many instances were taken 
prior to the period when cold agglutinins are most likely 
to reach maximal titer. For this reason no accurate 
figures can be given on the percentage of persons in 
whom significant titers were demonstrated. A substantial 
proportion of those persons whose total illness exceeded 
10 days in duration were shown to have cold hemag- 
glutinins in significant titer. 

Dosage of Drugs.—Chlortetracycline, chlorampheni- 
col, and oxytetracycline were given by the oral route in 
doses of 0.5 gm. every six hours, a total of 2 gm. daily. 
In line with earlier recommendations,* those patients 
receiving chloramphenicol were given a priming dose of 
2 gm. of drug when therapy was started. This procedure 
was not followed with the other two drugs. Penicillin 
was given in single daily intramuscular injections of 
600,000 units of procaine penicillin. The duration of 
therapy was, in most instances, three to five days. 

It was arranged that, when patients receiving penicillin 
had shown no substantial improvement or appeared 
more ill within 48 hours, or at any time thereafter, they 
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should be dropped from the control group. Administra- 
tion of penicillin was then stopped and one of the other 
antibiotics was given. This arrangement removed from 
the study group those control patients whose illness was 
severest and made it impossible to calculate figures for 
the mean and median duration of illness. It is for this 
reason that the following analysis is based on the re- 
sponses of patients during the 48 hours after treatment 
was begun. 


TABLE 1.—Distribution of Patients with Primary Atypical 
Pneumonia by Duration of Illness When Treatment 
Was Started 


No. of Patients Treated 











Duration oo - 
of Illness Chlor- 

Before Treat- tetra- Chlor- Oxytetra- Peni- 
ment, Days eycline amphenicol*  cycline * eillin 
De deinbsoest once 10 (19%) 6 (20%) 5 (20%) 10 (25%) 
Oe Sattvwesescis 23 (44%) 10 (33%) 11 (46%) 16 (40%) 
DO eiclrensccss 12 (23%) 6 (20%) 4 (17%) 6 (15%) 
7 or more....... 7 (14%) 8 (27%) 4 (17%) 8 (20%) 

; 52 (100%) 80 (100%) 24 (100%) 40 (100%) 





* Data on 2 patients treated with chlortetracycline and 1 treated with 
chloramphenicol were regarded as inadequate for accurate dating of 
onset, and these patients are omitted from this table. 


Laboratory Procedures.—Routine procedures included 
white blood cell counts and pharyngeal or sputum cul- 
tures. Cold hemagglutination tests were done on a large 
proportion of patients. Serum specimens were collected 
soon after admission to the hospital, and two weeks or 
more after onset, for serologic tests. Complement-fixa- 
tion tests for the influenza viruses A and B were per- 
formed with these serum pairs. 


Considerations in Analysis of Results.—In attempting 
to compare the results in the different groups of patients, 
consideration was given to several types of criteria, such 
as the time that elapsed before symptomatic improve- 
ment was noted, evidence of clearing of pulmonary infil- 
trations, and the time required for the patient’s tempera- 
ture to fall. The desirability of using all approaches was 
obvious, but the two former methods defied objective 
evaluation. Consequently, the analysis that follows is 
based on the course of the patient’s temperature follow- 
ing the commencement of treatment. Two intervals were 
determined, namely, (1) the number of hours that 
elapsed before the oral temperature reached 100 F and 
(2) the number of hours before a “sustained drop” in 
temperature was noted. This “drop” was a fall in tem- 
perature of 2 degrees Fahrenheit after which the tem- 
perature did not exceed the lower reading. With very 
few exceptions, this drop was accompanied by sympto- 
matic improvement and was followed by prompt clinical 
recovery. 

Method of Deciding Drug to Use.—In the initial 
phases of the study patients were given one of the four 
drugs on an alternating system, based on the time of 
their admission to the hospital. During January a sharp 
increase in the number of patients admitted to the hos- 
pital resulted in a temporary depletion of the supply of 
chloramphenicol and oxytetracycline and during this 
period only chlortetracycline was used. Toward the end 
of this period chlortetracycline and penicillin were used 
on an alternating basis. When supplies of all drugs were 
obtained, a system of alternation was resumed and con- 
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tinued until the end of the study. The numbers of pa- 
tients who received treatment with each drug are, for 
these reasons, unequal. The inequality in size of the 
treatment groups is also due in part to removal from 
consideration here of patients subsequently shown to 
have had an influenzal infection. All are included in the 
following analysis because it is thought that the inclusion 
of larger numbers outweighs the admitted risk of com- 
paring groups that were not strictly alternated. Also, the 
methods of analysis that were followed tend in large 
measure to minimize differences that may have arisen 
from the unavoidable deviation from a system of abso- 
lute alternation. 


OBSERVATIONS AND RESULTS 


Comparability of Groups Treated with Different Drugs. 
—lIn order to determine whether or not the groups of 
patients treated with the four drugs were similar, data 
of two types were analyzed. The first of these was the 
duration of illness at the time when treatment was 
started. The data obtained are shown in table 1. In all 
groups, treatment of the majority of patients was begun 
within four days of the onset of illness. The proportions 
of patients treated after the fourth day of illness did not 
differ greatly. In general the data do not indicate that 
the stage of illness at which treatment was started in the 
penicillin-treated group was earlier than the stage at 
which other drugs were started. 

The second type of data was the height of the patient’s 
temperature at the time when treatment was started. 
Because a spiking type of temperature curve was fre- 
quently observed, it was considered advisable to utilize 
the highest temperature recorded within 24 hours before 
or after treatment was begun rather than the reading 
taken precisely at the time when treatment was started. 
Data showing the distribution of patients by maximal 
temperature reading during this interval are presented 
in table 2. Again the differences between the four groups 
are not large. The data show that the proportion of pa- 
tients with maximal temperature readings in the lowest 
range was somewhat larger in the penicillin-treated group 
and that the proportion of patients with temperatures of 


TABLE 2.—Distribution of Patients by Maximum Temperature 
During Twenty-four Hour Period Before Treatment 
Was Started 


No. of Patients Treated 








“ Chior- : 

Maximum tetra- Chlor- Oxytetra- Penil- 

Temperature, F eycline amphenicol cycline eillin 
100-101.8 .......+. 15 (28%) 6 (19%) 5 (21%) 15 (38%) 
102-102.8 ....0s00 16 (30%) 11 (36%) 9 (37%) 18 (33%) 
1038-108.8 ........ 14 (26%) 11 (36%) 6 (25%) 7 (7%) 
104 or more..... 9 (16%) 8 (9%) 4 (17%) 6 (12%) 
Total. ccccce 64 (100%) 81 (100%) % (100%) 40 (100%) 


103 F or more was smaller in this group than in those 
treated with chlortetracycline, chloramphenicol, or oxy- 
tetracycline. 

We are fully aware of the fact that data of this sort 
do not establish the fact that the four groups are strictly 
comparable. We interpret the findings as indicating 
that the study was not grossly biased against the peni- 
cillin-treated (control) group because of lack of balance 
with respect to the two factors that have been discussed. 
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Fall of Temperature to 100 F within 48 Hours.—Data 
showing the proportion of persons treated with each 
drug whose temperature fell to 100 F within 48 hours 
after treatment was started are presented in table 3. It 
will be noted that, when all patients are considered, a 
temperature drop of this order was observed in the great 
majority of patients treated with chloramphenicol, oxy- 
tetracycline, and chlortetracycline. Attention is also 
called to the fact that one-half of the patients treated 
with penicillin behaved in a similar fashion. This pro- 
portion is decidedly lower than that observed in any 
other group; the difference from the other groups is sta- 
tistically significant (X? = 7.17; N= 1; P = < 0.01). 

In order to obtain further information on this point, 
the patients were divided into three groups on the basis 
of their maximum temperature at the time when treat- 
ment was begun. This afforded a breakdown that cor- 
related to a degree with the severity of the illness. It was 
observed that, among patients whose maximum tem- 
perature was less than 102 F, all those treated with 
chlortetracycline, chloramphenicol, or oxytetracycline 
showed, with one exception, a drop in temperature to 
100 F within 48 hours (table 3). It should be noted, 
however, that 13 of 15 patients treated with penicillin 


TaBLE 3.—Proportion of Patients in Each Therapy Group 
Whase Temperature Fell to 100 F Within Forty-eight 
Hours After Treatment Was Started 


Proportion with Temperature Drop During Treatment 
a 








Maximum “ Chiortetra- Chlor- Oxytetra- hy 
Temperature, F eycline amphenicol cycline Penicillin 
Less than 102... 14/15* (98%) 6/6 (100%) 5/5 (100%) 13/15 (87%) 
102-102.8 ......+5 15/16 (94%) 11/11 (100%) 9/9 (100%) 8/13 (62%) 
103 or more..... 15/23 (65%) 12/14 (86%) 6/10 (60%) 0/12 (0%) 
All patients .... 45/54 (88%) 29/31 (94%) 20/24 (838%) 21/40 (53%) 


*Denominator = no. of patients in temperature-range category; 
numerator = no. of patients with temperature drop to 100 F. 


also showed a fall in temperature of like degree. Among 
patients whose maximum temperature readings fell be- 
tween 102 and 102.8 F, all but one of those treated with 
the three newer antibiotics showed a similar drop in 
temperature within 48 hours. Again, however, a ma- 
jority of those treated with penicillin, namely, 8 of 13, 
behaved in the same way. It was apparent, therefore, 
that patients in these categories were of little value in 
bringing out differences in the effectiveness of the drugs 
and that the differences observed in the crude figures 
must be attributed largely to those patients whose maxi- 
mum temperature came within the higher ranges. 

Attention was, accordingly, turned to those patients 
whose maximum temperature exceeded 103 F. Here the 
difference between the control group and the other 
groups was sharp. It will be noted that none of 12 
penicillin-treated patients showed a temperature drop to 
100 F within 48 hours. With each of the other drugs 
over half of the patients showed a temperature fall of 
this order. The highest proportion (12 of 14) behaving 
in this manner was observed in the chloramphenicol- 
treated group. The corresponding proportions were 15 
of 23 in the chlortetracycline-treated group and 6 of 10 
in the oxytetracycline-treated group. 

Sustained Drop of Temperature within 24 and 48 
Hours.—The criteria set up in defining the term “sus- 
tained drop” of temperature virtually excluded patients 
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whose temperature failed to reach 102 F, and for this 
reason the discussion is limited to patients whose tem- 
perature exceeded this figure. Data are presented in 
table 4. When all patients whose maximum temperature 
exceeded 102 F were considered, there was again a 
difference between the penicillin-treated group and those 
treated with other drugs. The difference was sharper 


TABLE 4.—Proportion of Patients in Each Therapy Group in 
Whom a Sustained Drop in Temperature was Observed 
Within Twenty-Four or Forty-Eight Hours 





Proportion with Sustained Drop 
Maximum Sustained — ~~. a 
Tempera- Drop Chlortetra- Chlor- Oxy tetra- 
ture, F Within cycline amphenicol cycline Penicillin 
102-102.8 24 hours 7/16 (44%) 8/11 (73%) 6/9 (67%) 5/13 (38%) 
48hours 14/16 (88%) 11/11 (100%) 8/9 (89%) 7/13 (54%) 
103 or 24hours§ 13/23 (57%) 11/14 (79%) 8/10 (80%) 0/12 (0%) 
more 48 hours 18/23 (78%) 13/14 (98%) 8/10 (80%) 2/12 (17%) 


in those patients treated with chloramphenicol or oxy- 
tetracycline than in those treated with chlortetracycline. 

When the breakdown was limited to those patients 
whose maximum temperature was 103 F or more, the 
contrast between the penicillin-treated and other groups 
was considerably greater. At 24 hours none of the for- 
mer had shown a sustained drop of temperature, whereas 
the majority of patients in the other groups had shown 
such a drop. At 48 hours only 2 of 12 penicillin-treated 
patients had shown a sustained temperature drop, while 
in the other groups the proportion of patients behaving 
in this way was 18 of 23 in the chlortetracycline-treated 
group; 8 of 10 in the oxytetracycline-treated group; and 
13 of 14 in the chloramphenicol-treated group. 


Comment on Stages of Disease when Treatment was 
Started.—It was considered of interest to determine 
whether control and treated groups differed according 
to the duration of illness when treatment was begun. 
The patients were so heavily concentrated in the groups 
whose illness was four days or less in duration that the 
numbers in the groups of duration greater than this are 
rather small. Even so, it may be noted that differences 
between penicillin-treated and other groups in the pro- 
portion of patients whose temperature fell promptly was 
greatest wher the illness was shortest and was least 
when the illness was of five days’ duration or more. Data 
illustrating this trend are presented in table 5, which 
shows that so large a proportion of the control group 
improved rapidly that differences could not be brought 


TABLE 5.—Proportion of Patients in Each Group with Sustained 
Drop in Temperature Within Forty-eight Hours by 
Duration of Disease When Treatment Was Started 


Proportion with Sustained Drop 





Durationof -— —, 
Illness Priorto Chlortetra- Chlor- Oxytetra- 
Therapy, Days eycline amphenicol eycline Penicillin 
BR durin Aidets<es 6/8 (75%) 3/4 (75%) 4/4 (100%) 2/7 (29%) 
Se en 16/18 (89%) 8/8 (100%) 6/8 (75%) 5/12 (42%) 
5 or more....... 10/13 (77%) 13/13 (100%) 6/7 (86%) 4/6 (67%) 


out. This further emphasizes the difficulty of evaluation 
of therapy in primary atypical pneumonia in a popula- 
tion such as this, where even the untreated disease tends 
to be of relatively short duration. 

Unsuccessful Treatment with Penicillin and Subse- 
quent Treatment with Other Antibiotics.—It has already 
been noted that, when patients in the penicillin group 
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appeared to show no improvement after 48 hours or 
more, penicillin therapy was discontinued and one of 
the other antibiotics was substituted. In the discussion 
thus far, these patients have been considered only with 
respect to their behavior while they were receiving pen- 
icillin, for a therapeutic response to the second antibiotic 
could not fairly be claimed in view of the fact that the 
duration of illness was greater when treatment was 
begun. It is, however, of interest to note that, in eight 
patients in whom such a shift of treatment was con- 
sidered advisable, there was in every instance a sus- 
tained drop in temperature within 48 hours and in only 
one instance did more than 24 hours elapse before the 
temperature had fallen below 100 F. Of these eight 
patients, three each received chlortetracycline and oxy- 
tetracycline and two received chloramphenicol. 

Therapeutic Failures —In view of the difficulty of 
defining a “therapeutic failure,” it is considered advis- 
able simply to record in those instances when the tem- 
perature reading had not fallen to 100 F within 48 hours 
after treatment was started the time that elapsed before 
the temperatures of patients eventually fell to 100 F. Of 
nine such patients in the chlortetracycline-treated group, 
the temperature of four fell to 100 F or less within 72 
hours, of an additional three within 96 hours, and in 
two instances the temperature remained above 100 F 
for longer periods. Of the two comparable patients in 
the chloramphenicol-treated group, the temperature of 
one fell to 100 F within 72 hours. The other patient 
remained ill with a high temperature for more than a 
week. The cold hemagglutinin titer of this patient rose 
from less than 1: 4 to 1: 512. In the oxytetracycline- 
treated group all of the four patients whose temperature 
had not fallen to 100 F within 48 hours showed a drop 
to that level within 72 hours. 

In summary, there were three unqualified therapeutic 
failures among the 109 patients who were treated with 
chlortetracycline, chloramphenicol, or oxytetracycline. 
In an additional four patients, between 72 and 96 hours 
elapsed before the temperature fell to 100 F. The eight 
patients whose temperature fell to 100 F between 48 
and 72 hours after treatment was started might be clas- 
sified either as therapeutic failures or as patients with 
a slow response to the antibiotic. 


COMMENT 

Comparison of the febrile course in groups of patients 
who received chlortetracycline, chloramphenicol, oxy- 
tetracycline, or penicillin brought out the fact that there 
was a difference in favor of the first three drugs as com- 
pared to the latter. When all patients were considered, 
this difference was not sufficiently sharp to conclude the 
argument regarding the effectiveness of these three 
newer drugs. The fact that the difference was not sharp 
resulted not from a lack of effectiveness of chlortetra- 
cycline, chloramphenicol, or oxytetracycline but rather 
from the fact that about one-half of the patients treated 
with penicillin showed a prompt drop in temperature. 

Several facts of interest became apparent when pa- 
tients were divided into groups according to their tem- 
perature when treatment was started. This analysis 





4. Rammelkamp, C. H.: Personal communication to the authors. Dingle, 
J. H.: Personal communication to the authors. 
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brought out the fact that in patients whose maximum 
temperature failed to reach 102 F there was no signifi- 
cant difference between the four groups. Virtually all 
patients treated with the newer antibiotics showed a 
prompt fall in temperature, but 13 of 15 patients treated 
with the control drug showed the same response. It was 
therefore clear that, with this type of standard, a satis- 
factory test could not be made in patients whose maxi- 
mum temperature was in this range because prompt 
recovery could be expected to occur in most persons 
with or without treatment. Inclusion of these patients, 
furthermore, tended to obscure the results of the com- 
parison because of their diluting effect. Attention was 
therefore focused on those patients whose temperature 
exceeded 102 F. 

When the patients’ temperatures prior to treatment 
were in the highest ranges, the proportion of persons 
whose temperature dropped promptly following initia- 
tion of treatment with the three newer antibiotics was 
greater than that observed among patients who were 
given penicillin. Differences were brought out most 
sharply in those patients whose peak temperature was 
103 F or more. It was postulated that, if any or all of 
these drugs were effective, a considerable proportion of 
patients should meet one or both of the following exact- 
ing criteria: 1. Their temperatures should fall to 100 F 
within 48 hours. 2. Their temperatures should show a 
“sustained drop” within 24 hours. None of 12 patients 
treated with penicillin met either of these criteria. In 
contrast, both criteria were met by the majority of pa- 
tients treated with chloramphenicol, oxytetracycline, and 
chlortetracycline. 

Further data supporting the effectiveness of these 
drugs are provided from the analysis of the relationship 
of the duration of illness and temperature response. It 
appeared that with the newer antibiotics a prompt tem- 
perature drop occurred regardless of the duration of ill- 
ness, while in the penicillin-treated group a prompt fall 
in temperature was likely to occur only when the illness 
was of five days’ duration or more. 

It may appear that this is an excessively involved 
procedure for establishing the therapeutic effectiveness 
of these three antibiotics. The study brings out, however, 
the difficulty of conducting a definitive test in the 
chemotherapy of primary atypical pneumonia. The diffi- 
culty arises from the fact that, in a population of the 
type studied here, the proportion of persons who will 
recover soon after hospitalization is so large, regardless 
of the type of therapy, that clear-cut differences between 
specific drugs and a control preparation are not readily 
demonstrated. It is only in those patients whose illness 
is severer that a truly sharp difference can be shown. 
Patients of this sort make up a relatively small propor- 
tion of all patients with primary atypical pneumonia. 
Attention is called to the fact that it is in this type of 
patient that effective treatment is really needed. 

Documentation of our impression that the fall in 
temperature was almost always associated with clinical 
recovery is not possible with the data at hand. Cer- 
tain points, however, should be considered before one 
accepts the argument that all that has been demonstrated 
here is an antipyretic effect and that the underlying dis- 
ease process continues unchanged.* In many diseases 
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fever continues unabated despite the administration of 
chlortetracycline. One might cite other reports from this 
project dealing with the use of antibiotics in influenza ° 
and other acute febrile respiratory infections.® In none 
of these studies was a significant difference noted 
between the temperature course of patients treated with 
chlortetracycline and those receiving penicillin or no 
chemotherapy. Other examples might be quoted from 
the extensive literature on antibiotic therapy. The experi- 
mental evidence reported on this point’ cannot yet be 
applied to the action of chlortetracycline in man. It 
would seem, therefore, that the burden of proof still lies 
with those who claim that the effect of chlortetracycline 
in primary atypical pneumonia is an antipyretic rather 
than a specific therapeutic one. Finally, evidence should 
be provided that this “antipyretic” effect is not peculiar 
to chlortetracycline but is also shared with chloram- 
phenicol and oxytetracycline. 

The data obtained pertaining to the relative effective- 
ness of the three drugs, chlortetracycline, chlorampheni- 
col, and oxytetracycline, are not regarded as adequate 
for valid comparison. While the proportion of patients 
whose temperature fell promptly was higher in the chlor- 
amphenicol-treated group than in the other groups, it 
should be noted that a priming dose was used with this 
drug but not with the others. The more rapid fall in 
temperature might well be attributed to this rather than 
to a greater therapeutic effectiveness. Alternative meth- 
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ods of administering the other drugs or increases in the 
initial dose of the drugs might have equalized these 


differences. 
SUMMARY 


The proportion of patients with primary atypical 
pneumonia whose temperature fell promptly following 
treatment with chlortetracycline (Aureomycin), chlor- 
amphenicol (Chloromycetin) or oxytetracycline (Terra- 
mycin) differed from that observed in a control group 
treated with penicillin. The difference was negligible in 
patients whose temperature did not exceed 102 F, 
because virtually all patients in the control group 
recovered promptly. In patients whose temperature was 
103 F or higher there was a decided difference in favor 
of chlortetracycline, chloramphenicol, and oxytetra- 
cycline over the control drug. The results provide 
further evidence that chlortetracycline is an effective 
drug in primary atypical pneumonia and suggest that 
chloramphenicol and oxytetracycline are at least equally 
effective. 
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Incoagulable blood as the result of hypofibrino- 
genemia is an obstetric syndrome of unusual clinical 
significance. Death from unmanageable hemorrhage 
may be the penalty. Prompt recognition of the condition 
and institution of appropriate therapy are obligations of 
the obstetrician. Hypofibrinogenemia is known to occur 
superimposed upon two complications of pregnancy. 
The first and most widely recognized complication is 
abruptio placentae. The second is prolonged retention of 
a dead fetus in an Rh-isosensitized mother. Incoagulable 
blood from a deficiency in circulating fibrinogen is the 
outstanding pathological characteristic common to both 
conditions. Detailed analysis of cases discloses possible 
differences in causes and clinical manifestations. 


ABRUPTIO PLACENTAE TYPE 


Case 1.—A 26-year-old woman, para 1, gravida 2, was admit- 
ted to Henry Ford Hospital at 12:30 a. m., Dec. 4, 1952, with 
toxemia and clinical symptoms suggestive of abruptio placentae. 
Labor had begun at 9:30 p. m. on Dec. 3. Two hours after the 
patient was admitted, bleeding from the gums, vagina, and 
intestinal tract was noted. In a coagulation test, no clot was 
formed (Lee-White method); the fibrinogen content of the blood 
was zero (Howe method), and the platelet count was 50,000 
per cu. mm. (Rees-Ecker method). At 3:50 a. m., a transfusion 
of 500 cc. of whole blood was given. At 3:55 a stillborn infant 
showing no maceration was delivered. The placenta showed 
evidence of two-thirds separation. Approximately 700 cc. of 
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blood was lost in postpartum hemorrhage. By 4:50, the exces- 
sive bleeding was under control. The prothrombin time was 
30% of normal (Quick method); the hemoglobin was 10.7 gm. 
per 100 cc. (Sheard-Sanford photelometer); the fibrinogen was 
78.4 mg. per 100 cc., and the platelet count was 99,500. At 
8:20 a. m. the coagulation time was three minutes. Clot retrac- 
tion was poor. The fibrinogen level was 156 mg., and the plate- 
let count was 81,900. The Rumpel-Leede phenomenon did not 
appear. At 9:00 p. m. that evening, the patient appeared dis- 
oriented, and nuchal rigidity was noted. The spinal fluid was 
bloody, and the pressure was increased. At 8:00 a. m., the 
next morning (Dec. 5), the patient’s state of consciousness im- 
proved, and her reflexes were hyperactive. The coagulation 
time was 6.5 minutes, the prothrombin time was 100% of 
normal; fibrinogen was 131 mg.; hemoglobin was 8.4 gm., and 
the platelet count was 104,000. A transfusion of 500 cc. of 
whole blood was given. During the remainder of her hospital 
Stay the patient showed gradual improvement. She was dis- 
charged Dec. 22. At no time was clot lysis evident in this 
patient. 
MACERATED STILLBORN TYPE 


CasE 2.—A 39-year-old woman was observed for her fourth 
pregnancy. Her first two pregnancies resulted in delivery of live 
infants. Her third pregnancy terminated in delivery of a still- 
born infant. Her blood group was O, Rh negative, and her 
husband’s was Rh positive. 
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The last menstrual period had been Dec. 29, 1946, and the 
expected date of confinement was Oct. 5, 1947. During the fifth 
month of gestation fetal death was diagnosed. After several 
unsuccessful attempts on our part to induce labor with oxytocin 
(Pitocin), labor began spontaneously at approximately seven 
months’ gestation on July 18, 1947. Labor was of poor quality, 
and oxytocin was used. After 9 hours and 43 minutes of active 
labor, she was delivered of a macerated stillborn female infant. 
The placenta and membranes were degenerated. Bleeding after 
delivery was profuse, and the blood failed to clot. The uterus 
was packed without avail. A total of 4,000 cc. of whole blood 
and 1,500 cc. of plasma was administered over a six hour 
period. The patient died on the fourth postoperative day from 
lower nephrone nephrosis. Autopsy revealed no evidence of 
abruptio placentae. The fetus was badly macerated, and the 
placenta was degenerated. 

In 1947, we were not alert to the possibility of hypofibrino- 
genemia in this type of case. Rh antibody titers were not per- 
formed; however, the pregnancy history, along with the known 
fact that the patient was Rh negative and her husband Rh 
positive, lends support to the belief that this patient was prob- 
ably Rh isoimmunized and intrauterine fetal death was due to 
erythroblastosis fetalis. 

Case 3.—A 26-year-old white woman, para 1, gravida 3, 
was admitted to the Henry Ford Hospital obstetric service at 
approximately seven months’ gestation. The fetus had been 
dead eight weeks. Her blood group was O, Rh negative (cde), 
and her husband was Rh positive (CDE). On Sept. 25, 1952, 
the indirect Coombs test was strongly positive and the Rh anti- 
body titer 1:64 in albumin. One week prior to admission, she 
noticed bleeding from her gums. This increased in amount 
until delivery. The history was significant in that the patient 
had received a transfusion of her father’s blood at the age of 
eight. Her first pregnancy, in 1951, terminated in delivery of a 
full-term infant that expired within the first 24 hours from 
pathologically proved erythroblastosis fetalis. 

On Nov. 19, 1952, the patient was admitted to the hospital. 
She was having mild uterine contractions lasting for 30 seconds 
at intervals of 7 to 10 minutes. There was bleeding from the 
gums. The coagulation time was nine minutes and the bleeding 
time was four and one-half minutes (Duke method). The plate- 
let count was 156,000 per cubic millimeter. At 1:50 p. m. 
spontaneous delivery occurred. The badly macerated fetus was 
contained in a degenerated ovular sac with an attached de- 
generated placenta. There was profuse bleeding from the gums. 
At 2:03 p. m. the uterus was firmly contracted. Vaginal bleed- 
ing, consisting only of liquid blood, was profuse and continuous. 
The blood fibrinogen level was zero; the platelet count was 
48,000, and the bleeding time was five minutes. Ten cc. of 
calcium gluconate (10%) was given intravenously. At 2:17 the 
fibrinogen level was 58.7 mg. per 100 cc., and the prothrombin 
time was 56% of normal. A soft, spongy clot formed in the 
test tube in 17 minutes and lysed completely within 10 minutes. 
At 2:30, a clot formed in 25 minutes and lysed in 10 minutes. 
The clot retraction was zero. The fibrinogen level was 74.6 
mg. At 2:40, 500 cc. of fresh blood was given, and at 2:50, 
50 mg. of protamine sulfate was given intravenously. Another 
transfusion of 500 cc. of blood with 10 mg. of corticotropin 
was given at 3:40. At this time, 25 mg. of corticotropin was 
administered intramuscularly. At 4:00, clots appeared in the 

vaginal blood, and the bleeding from the gums ceased abruptly. 
The fibrinogen level was 87.5 mg. The coagulation time was 
10 minutes. The clot was firmer, showed some retraction, and 
lysed in 20 minutes. The platelet count was 82,000, and the 
Ac-globulin ratio (Ware and Seegers method) was three units, 
although some loss of Ac-globulin may have occurred because 
conditions for the collection of the blood were not ideal. The 
prothrombin time in the two stage test (method of Warner, 
Brinkhous, and Smith) was 276 units. At 4:55, the clotting time 
was 10 minutes, and clot retraction was fair. The clot was 
partialy lysed in 30 minutes and was 75% lysed in 24 hours. 
The fibrinogen was 110 mg.; prothrombin time was 100%, and 
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protamine titration (method of Allen and others) was within 
normal limits. At 6:00 p. m. the bleeding from gums and 
vagina had ceased, the fibrinogen was 200 mg., the prothrombin 
time was 100% (260 units by the two stage method) and the 
Ac-globulin was 10 units. When the patient was discharged 
from the hospital seven days after delivery, the platelet count 
was 256,000 and fibrinogen 210 mg. 


MACERATED STILLBORN TYPE—CONTROL 


CasE 4.—A 25-year-old white woman was followed during 
her fourth prégnancy. The first pregnancy terminated in de- 
livery of a normal female infant. The second pregnancy term- 
inated at eight months with delivery of a 2 lb. (906 gm.) infant 
that failed to survive. The third pregnancy, in 1951, resulted in 
delivery at 28 weeks of a stillborn infant. Death was ascribed 
to Rh incompatability. The Rh antibody titer rose to 1:1,056 
prior to intrauterine fetal death. The patient’s blood was Rh 
negative (cde) and her husband’s was Rh positive (CDE). On 
Aug. 20, 1952, the Rh antibody titer was reported negative. 

Her expected date of confinement was May 25, 1953. The 
indirect Coomb’s test was positive Oct. 21, 1952. On March 
5, 1953, the Rh antibody titer was 1:64 in albumin and negative 
in saline solution. Pregnancy continued uneventfully until the 
latter part of January, 1953, when the diagnosis of intrauterine 
fetal death was made. The patient was observed for evidence 
of hypofibrinogenemia during the interval between fetal death 
and delivery. Blood fibrinogen levels, prothrombin levels, plate- 
let counts, and clotting times obtained at frequent intervals 
were within normal limits. On March 27, 1953, the patient de- 
livered a stillborn male infant weighing 600 gm. and showing 
mild evidence of maceration and liquefaction. The membranes 
and placenta appeared viable. No excessive bleeding was en- 
countered at any time. The patient’s postpartum course was 
uneventful, and she was discharged from the hospital on April 
2, 1953. 


Hypofibrinogenemia binds these two obstetric com- 
plications for common consideration. Variations in the 
type of onset, precipitating underlying pathological con- 
ditions, and significant laboratory differences suggest 
problems of theoretical and clinical interest. 

Clinical observation has shown wide variations in 
the time of onset of hemorrhage from hypofibrino- 
genemia. In the abruptio placentae type, fibrinogen 
depletion is coincident with placental separation. The 
macerated fetus type of hemorrhage is gradual in onset. 
Hemorrhagic manifestations may be evident days before 
the onset of labor, suggesting a gradual and prolonged 
loss of circulating fibrinogen. 

Abrupt and extensive separation of the placenta, 
usually with evidence suggesting hemorrhagic infiltration 
of the uterus, is a constant factor in the abruptio 
placentae type. In the macerated stillborn type, placental 
separation is absent. The association of maternal Rh 
isosensitization, spontaneous death of fetus in utero, long 
intrauterine retention of a dead fetus, and delivery of a 
macerated infant have been commonly observed in the 
macerated stillborn type of hypofibrinogenemia. 

Common to both types are depression of plasma 
fibrinogen, Ac-globulin, prothrombin, and probably 
platelets. Coagulation time is prolonged; bleeding time 
is not significantly altered; clot retraction is poor; clot 
formation is pathological, and blood calcium is undis- 
turbed. The major laboratory difference between the two 
types lies in fibrinolysis of the clot. In the macerated still- 
born type, fibrinolysis of the clot formed in a test tube 
is a prominent feature apparent to all observers who have 
reported on this syndrome. In the abruptio placentae 
type, fibrinolysis of the clot has been inconsistently 
reported. 
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CAUSES 


Abruptio Placentae Type.—Experimentally repro- 
duced and largely clinically accepted are the observations 
of Schneider,? Page,* and others,‘ that hypofibrino- 
genemia occurs as the result of intravascularly dissemi- 
nated coagulation. Schneider has shown that, possibly 
through rupture of the basal decidual plate, the maternal 
circulation is flooded with decidual and placental extracts 
rich in thromboplastin. Massive fibrinogen depletion 
occurs as the result of the conversion of fibrinogen 
to fibrin. Through the use of placental thromboplastin 
extract labeled with radioactive iodine, Page ° demon- 
strated that the material is concentrated in the liver, 
lungs, and spleen. 

Macerated Stillborn Type.—The sequence of events 
leading to fibrinogen depletion in an Rh-isosensitized 
patient after prolonged retention of a macerated infant 
is not clear cut. It would seem that absorption of intra- 
uterine material into the maternal circulation is necessary 
for disappearance of maternal circulating fibrinogen. 
In the absence of abruptio placentae, transgression of 
the decidual barrier could occur through absorption of 
intraovular fluid after autolytic degeneration of the 
placenta and membranes. This mechanism has been 
postulated for amniotic fluid embolism.* That obstetri- 
cally recognized placental separation is not necessary 
for the development of hypofibrinogenemia was proved 
by examination of the uterus and placenta of the patient 
in case 2. The importance of autolysis and degeneration 
of the placenta and membranes in the development of 
hypofibrinogenemia was suggested from comparison of 
cases 3 and 4. Violation of the placenta-membrane bar- 
rier through the process of autolysis and degeneration 
can explain why the dead fetus type of hypofibrino- 
genemia demonstrates gradual onset of hemorrhagic 
manifestations. Absorption of amniotic fluid rich in 
products of fetal degeneration and autolysis, and pos- 
sibly thromboplastin, could possibly support the fibrino- 
gen-fibrin conversion hypothesis. 

The thromboplastin absorption does not explain why 
the macerated stillborn type of hypofibrinogenemia 
occurs in Rh-isosensitized patients and why fibrinolysis 
is such a prominent feature in this syndrome. The unique 
relationship of maternal Rh isosensitization and reten- 
tion of a dead fetus is a common observation in all cases 
reported. Does this set of circumstances favor the devel- 
opment of some antibody toxic to fibrinogen during the 
period from death to expulsion of the fetus, which is pre- 
sumably Rh positive? Stefanini and others * recently de- 
scribed an antibody type of coagulation defect occurring 
in hemophiliacs receiving transfusions and in pregnant 
women near term, especially when there is Rh incompat- 
ibility between mother and child. The administration of 
cortisone was recommended for this type of coagulation 
defect. Whether there is any relationship of the macer- 
ated stillborn type of hypofibrinogenemia to the defect of 
coagulation described by Stefanini has to be established. 

Maternal absorption of intraovular fluid, rich in 
products of autolysis, is another factor to be considered. 
Innerfield,* working with rabbits and dogs, noted that 
trypsin administered intravenously caused depression 
of the protein constituents of the clotting mechanism. 
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Fibrinogen was reduced to quantities too low to measure, 
prothrombin was reduced, and fibrinolysis increased. 
Innerfield extended his studies to humans and noted 
similar reduction in fibrinogen and antithrombin levels. 
Using dogs, we have confirmed Innerfield’s observations. 

The maternal absorption of amniotic fluid, possibly 
high in proteolytic enzymes or enzyme activators as in- 
dicated by the degree of autolysis of the delivered fetus, 
placenta, and membranes, is an etiological theory worthy 
of consideration. Proteolytic assays were performed on 
normal amniotic fluid with the use of two substrates, 
gelatin and human plasma clot. These methods failed to 
demonstrate any evidence of proteolysis. The amniotic 
fluid of the patient in case 4, in whom hypofibrinogen- 
emia failed to develop, was also negative for proteolysis. 
Unfortunately, the patient in case 3 was not tested. As 
reported by others,’ the influence of naturally occurring 
fibrinolysins could also account for the lytic action ob- 
served in the macerated stillborn type of hypofibrino- 
genemia. In a study conducted over the past several 
months, fibrinolysis during pregnancy and delivery has 
been investigated. Our studies leave no doubt that, in 
normal pregnancy, delivery is followed by increased fi- 
brinolysis. The importance of naturally circulating fibri- 
nolysins in the macerated stillborn type of hypofibrino- 
genemia cannot be evaluated at this time. 


MANAGEMENT 


Efficient management of hemorrhage from hypo- 
fibrinogenemia calls for appreciation of the many factors 
involved. Inadequate knowledge of the precise causes 
obscures prophylactic treatment. Sufficient clinical ex- 
perience, nevertheless, demonstrates the value of pre- 
paredness when faced by an Rh-isosensitized patient 
harboring a dead fetus and also by a patient with abruptio 
placentae. The rapidity with which disintegration of the 
blood coagulation mechanism occurs in abruptio pla- 
centae leaves little time for other than emergency care. 
The macerated stillborn type permits adequate time for 
evaluation. 

Laboratory evaluation of blood fibrinogen is a stand- 
ard procedure. Weiner and others stressed the use of a 
valuable test that can be employed by the obstetrician 
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for detection of fibrinolysis. Blood is allowed to clot in 
a glass test tube at 37 C and is observed at intervals for 
24 hours. If the clot dissolves, fibrinolysis is present. This 
is of value in the detection of the macerated stillborn 
type. A simplified bedside method for plasma fibrinogen 
determination is described by Schneider.’° 


For successful treatment, fibrinogen replacement may 
be essential. This is best accomplished through natural 
regeneration, which occurs in a matter of a few hours. 
During acute depression of fibrinogen, hemorrhage is 
profuse and fibrinogen replacement is required. As sug- 
gested by Weiner and others, this can best be accom- 
plished by intravenous administration of fibrinogen 
(2,000 to 8,000 mg.) in saline solution. Unfortunately, 
fibrinogen is not commercially available; moreover, the 
virus of infectious hepatitis is concentrated in the fibrino- 
gen fraction, making the use of such fibrinogen hazard- 
ous. Until preparations of fibrinogen are commercially 
available, blood transfusions must be depended on for 
replacement of fibrinogen. 
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TIME IN MINUTES 
Critical fibrinogen level. 


Weiner stated that a single 500 cc. whole blood trans- 
fusion could be expected to elevate the blood fibrinogen 
level about 10%. To replace fibrinogen from an ex- 
tremely low level to the normal level by blood trans- 
fusions is an almost impossible task. Fortunately it is 
not necessary to restore fibrinogen levels to normal to 
control hemorrhage. Although the critical level of blood 
fibrinogen is not precisely known, some information can 
be obtained from a study of cases 1 and 3. In case 1, 
clots appeared in the vagina when the blood fibrinogen 
was reported to be 78.4 mg. per 100 cc., and active 
bleeding ceased three hours later. It is estimated that the 
blood fibrinogen ranged near 100 mg. per 100 cc. at that 
time. In case 3, clots appeared in the vagina and bleeding 
abruptly ceased when the fibrinogen reached 87.5 mg. 
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From these observations, we think the critical fibrinogen 
level may be about 90 mg. (see figure). The rapidity with 
which fibrinogen is regenerated is a subject of consider- 
able interest. In case 1 fibrinogen was regenerated, with 
the aid of one 500 cc. blood transfusion, from zero to 
78.4 mg. per 100 cc. in 105 minutes. In case 3, a 1,000 
ce. blood transfusion was administered along with cal- 
cium, protamine sulfate, 100 mg., and corticotropin 
(ACTH), 35 mg. The fibrinogen level rose from zero to 
87.5 mg. per 100 cc. in 130 minutes. In these two cases 
fibrinogen therapy was necessary for just a little over 
two hours. 


Stefanini and Gendel '' reported on a patient suffer- 
ing from a coagulation defect characterized by hypo- 
fibrinogenemia and increased fibrinolysis that failed to 
respond to fresh whole blood, fresh lyophilized plasma 
and serum, purified preparations of thromboplastinogen, 
prothrombin, and plasma prothrombin conversion factor. 
Cortisone arrested the bleeding, decreased the fibrino- 
lytic activity, and prolonged the survival time of the 
various clotting proteins. In case 3, we administered 
corticotropin. Clots appeared in the vaginal blood 10 
minutes after administration of the drug. The value of 
fresh blood as opposed to bank blood in the treatment 
of this syndrome is a question of practical value. Fibrino- 
gen, Ac-globulin, and prothrombin will not deteriorate 
during storage in the blood bank. Blood platelets rapidly 
deteriorate in storage. For this reason fresh blood would 
appear to be of more value than platelet-deficient bank 
blood. 


Subjecting a patient suffering from such a coagulation 
defect to a major operation is hazardous. Unfortunately, 
for emergency measures, this is sometimes necessary. 
Rapid evacuation of the uterus is at times necessary in 
abruptio placentae. The importance of administration of 
blood or fibrinogen in such instances can hardly be over- 
emphasized. Hysterectomy for uncontrollable post- 
partum hemorrhage is an accepted emergency procedure. 
With the diagnosis of critical deterioration of the blood 
coagulation mechanism, hysterectomy can hardly be 
considered a measure of therapeutic value. Bleeding will 
stop with therapeutic elevation of the fibrinogen level. 
Amniotomy during labor, for release of intraovular fluid, 
could theoretically reduce maternal absorption. The 
value of this procedure must await clinical trial. Stimula- 
tion of labor with oxytocics, when the membranes are 
intact, is a procedure of questionable merit. Forceful 
labor contractions could increase maternal absorption 
of amniotic fluid. Theoretically, fibrinogenopenia would 
be increased. 

SUMMARY AND CONCLUSIONS 

Two obstetric complications leading to hypofibrino- 
genemia and defective blood coagulation are compared. 
The abruptio placentae type causes fibrinogen-fibrin 
conversion as the result of absorption into the maternal 
circulation of thromboplastin. Symptoms are coincident 
with placental separation. In the macerated stillborn type 
the onset of symptoms is gradual and is not dependent 
on placental separation. Several possible causal factors 
are discussed. Successful treatment depends on elevation 
of the blood fibrinogen above the critical level of about 
90 mg. per 100 cc. Natural regeneration of fibrinogen is 
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rompt. Administration of fibrinogen is of proved value, 
but fibrinogen is not commercially available. Until it is, 
obstetricians must depend on whole blood transfusions 
in the treatment of hypofibrinogenemia. Some evidence 
is presented that corticotropin or cortisone may be of 
value in the treatment of the macerated stillborn type of 
hypofibrinogenemia. 





TETRACYCLINE—FINLAND ET AL. 561 





Cesarean section, to effect prompt delivery, is at times 
necessary. Blood should be available in adequate quan- 
tities before this procedure is undertaken. Hysterectomy 
for the treatment of hemorrhage from hypofibrino- 
genemia is not recommended, as this only adds to the 
source of hemorrhage. 
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CLINICAL AND LABORATORY OBSERVATIONS OF A NEW 
ANTIBIOTIC, TETRACYCLINE 


Maxwell Finland, M.D., Elmer M. Purcell, M.D., Samuel S. Wright, M.D. 






Ben Del Love Jr., M.D., Thomas W. Mou, M.D. 


The chemical structures of chlortetracycline (Aureo- 
mycin) ' and oxytetracycline (Terramycin) * have now 
been resolved after many months of chemical and biolog- 
ical studies. The close similarity in the chemical struc- 
tures of these two antibiotics, which was revealed by these 
studies, had long been suspected on the basis of the al- 
most identical spectrums of their antimicrobial activity 
and from the almost complete cross resistance between 
them.* Common to both of these antibiotics is the follow- 


ing structure: 
on Me 
SOosm 
On oO O ° 


Tetracycline 


The name tetracycline has been proposed for this anti- 
biotic. Chlortetracycline differs from oxytetracycline by 
the presence of one chlorine atom in the former that is 
absent from the latter and the presence of a hydroxyl 
group in oxytetracycline that is absent from chlortetra- 
cycline. The structures of these two antibiotics are as 
follows: 
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The preparation of tetracycline by the catalytic hydro- 
genation of chlortetracycline, using palladium as a cata- 
lyst, was reported recently by workers of both the Lederle 
Laboratories * and of Chas. Pfizer and Company.* Fur- 
ther observations on the physical and chemical properties 
of this new antibiotic and the results of laboratory and 
clinical investigations with tetracycline were described 
in a group of papers presented on Oct. 28 at an antibiotic 
symposium sponsored by the Division of Antibiotics of 
the Food and Drug Administration, Department of 
Health, Education, and Welfare, in collaboration with 
the journal Antibiotics and Chemotherapy. These papers 
will be included in detail in the volume of the proceed- 
ings of this symposium, which is to be published. 

The details of the preparation, the physical and chem- 
ical properties, and proof of the structure of tetracycline 
were presented by Boothe and co-workers.* In a second 
paper Bohonos and co-workers’ compared the anti- 
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bacterial action of the three tetracyclines in vitro, using 
three different methods, namely, streak-plate, agar-dif- 
fusion, and broth-turbidimetric tests. The three anti- 
biotics were found to have similar patterns of antibac- 
terial action, but they differed markedly in chemical 
stability. These differences resulted in quantitative vari- 
ations in their apparent in vitro activities. In the agar dif- 
fusion (cup plate) method, at pH 6.0, all three produced 
larger zones of inhibition than at pH 7.8, but chlortetra- 
cycline showed significantly higher activity than the other 
two agents at the lower pH levels. In the turbidimetric 
tests, the order of activity of the three analogues changed 
depending on the time when readings were made; with 
short incubation periods, chlortetracycline was generally 
the most active, but when the incubation period was ex- 
tended, chlortetracycline became less active. However, 
after extended periods of incubation, cultures from the 
tubes showing partial inhibition showed the same sensi- 
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Chas. Pfizer and Company. 
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tivity as the original ones, indicating that this phenom- 
enon was not the result of induced resistance. When the 
readings were done at three hours, in a test carried out 
at pH 7 and using Micrococcus pyogenes var. aureus 
(staphylococcus aureus), chlortetracycline was much 
more active than the other two. 

The results of studies on the stability of these three 
analogues were also reported.’ At 37 C and pH 8, oxy- 
tetracycline was the most stable, but only slightly more 
than tetracycline, while chlortetracycline was the least 
stable under these conditions. However, at pH 7, tetra- 
cycline was definitely the most stable of the three. After 
being heated at 100 C for 15 minutes, tetracycline showed 
the least loss of activity over a wide range of pH, but 
were more stable at pH 2.5 than at pH 7 or 9. 

The results of pharmacological studies of tetracycline 
in mice, rats, and dogs were presented by Cunningham 
and his co-workers.* Tetracycline was shown to be rela- 
tively nontoxic when given in moderate or large doses in- 
travenously to mice, intraperitoneally to rats, and orally 
to dogs. No significant changes were observed in dogs 
after daily intravenous injections of doses of 10 to 30 
mg. per kilogram of body weight for 23 days with re- 
spect to kidney function, blood clotting, nonprotein nitro- 
gen, blood sugar, and complete blood cell counts. No 
untoward reactions were seen in dogs receiving 100 
mg. per kilogram by mouth twice daily, 5 days a week, 
over a 12 day period. The tetracycline showed no sig- 
nificant antispasmodic, anticoagulant, cardiovascular, or 
respiratory effects. The antibiotic was excreted rapidly 
by the kidney and was found in the urine of rats and dogs 
after intravenous administration. In dogs, after a single 
intravenous injection of 500 mg. per kilogram there were 
appreciable blood levels for at least 24 hours. Tetra- 
cycline was readily absorbed from the gastrointestinal 
tract of the rat and dog. The antibiotic was found to be 
concentrated in the bile, substantial quantities being de- 
tected five hours after a single intravenous injection of 
10 mg. per kilogram. Tetracycline was found to cross 
the blood brain barrier, and an average concentration of 
0.56 mcg. per milliliter was found in cerebrospinal fluid 
five hours after a single intravenous injection of 10 mg. 
per kilogram in normal dogs. 

A comparative evaluation of the three tetracyclines in 
experimental infections was reported by Kiser and his 
co-workers. Their tests were carried out in mice with 
infections induced by Streptococcus pyogenes strain 
C203, M. pyogenes var. aureus, Diplococcus pneu- 
moniae type 1, Pastuerella multocida, Klebsiella pneu- 
moniae type B, and Mycobacterium tuberculosis var. 
hominis, strain H37Rv, and in chicks infected with Sal- 
monella gallinarum. They found little difference in ac- 
tivity among the three antibiotics, except that chlortetra- 
cycline was found to be significantly more effective 
against Pasteurella organisms. Oxytetracycline was 
found to be considerably less active than the other two 





8. Cunningham, R. W., and others: The Pharmacology of Tetracycline, 
to be published. 

9. Kiser, J. S., and others: A Comparative Evaluation of Chlortetra- 
cycline, Oxytetracycline and Tetracycline in Experimental Infections, to be 
published. 

10. English, A. R., and others: Tetracycline-Microbiological, Pharma- 
cological and Clinical Evaluation, to be published. 

11. Minieri, A. P., and others: A New Broad Spectrum Antibiotic 
Product of the Tetracycline Group, to be published. 





J.A.M.A., Feb. 13, 1954 





in the tests with K. pneumoniae, and chlortetracycline was 
essentially inactive in Myco. tuberculosis infection jp 
mice. 

Similar observations confirming or extending many of 
these details, with only minor differences in results, were 
presented by English and associates.’ Still another series 
of observations, which likewise confirm many of these 
findings, was reported by Minieri and co-workers '' of 
the Heyden Chemical Corporation; the tetracycline used 
in the latter studies, however, was reported to have been 
produced by direct fermentation, using a new strain of 
organism isolated from a sample of soil obtained from 
Texas. 

The present paper deals primarily with some labora- 
tory observations made at the Thorndike Memorial Lab- 
oratory and with some clinical trials conducted on the 
wards of the Boston City Hospital with tetracycline pro- 
vided by the Lederle Laboratories, the more recent lots 
of the antibiotic being furnished under the tradename 
Achromycin. A brief summary of many of these findings 
was presented at the antibiotic symposium referred to 
previously. 

MATERIALS USED 


The tetracycline was all provided as the hydrochloride 
in the following forms: sterile crystals in sealed, rubber- 
capped vials; similar material with sodium glycinate buf- 
fer and ascorbic acid added as a preservative, likewise 
contained in sterile rubber-capped vials; and capsules 
containing 200 mg. and later 250 mg. each and tablets 
containing 250 mg. each. Chlortetracycline was also pro- 
vided as the hydrochloride in similar forms, Oxytetra- 
cycline was supplied in similar forms, except that the 
tablets were prepared with the free base instead of the 
hydrochloride. 


RESULTS OF LABORATORY STUDIES 


Stability —A limited number of observations were car- 
ried out to determine the stability of the solutions of the 
three tetracyclines under conditions in which they may be 
used in the clinic or in bacteriological laboratories. Stand- 
ard solutions of the hydrochloride of the three tetra- 
cyclines were made up in concentrations of 8 mcg. per 
milliliter or less in 0.85% sodium chloride, and citrated 
plasma was obtained from patients under treatment with 
the three tetracycline analogues. These were tested at 
various intervals during storage at —25 C, 5 C, and during 
incubation at 37 C. A strain of Bacillus cereus no. 5, 
originally obtained from Dr. Dornbush of the Lederle 
Laboratories, was used as the assay organism, and the 
tests were carried out in brain heart infusion broth (Difco 
pH 7.2), in part by a serial two-fold dilution test and 
in part using an arithmetic dilution gradient in the vicinity 
of the expected end-points. At -25 C (in a mechanical 
“deep-freeze” unit) solutions of all three analogues re- 
tained their activity essentially unaltered for at least six 
weeks, At 5 C (in a commercial refrigerator) the solu- 
tions of chlortetracycline showed appreciable deteriora- 
tion in antibacterial activity between 24 and 48 hours; 
oxytetracycline showed moderate deterioration by the 
end of the first week, while the activity of tetracycline 
was unaffected in three weeks. Similar results were ob- 
tained with citrated plasma from patients being treated 
with these three agents. 
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Antibacterial Action.—Simultaneous tests for sensi- 
tivity to tetracycline, oxytetracycline, and chlortetra- 
cycline were made with 257 recently isolated strains of 
common pathogenic bacteria. These tests were carried 
out by streaking the fully grown cultures on agar plates 
containing serial two-fold dilutions of the antibiotics, 
horse blood being added to the agar when required for 
optimum growth of the organisms. The results were read 
after incubation at 37 C for 24 hours, except in the case 
of meningococci and gonococci, which were incubated 
for 48 hours. Sensitivity of the strains was measured in 
terms of the minimum concentration of antibiotic con- 
tained in the agar that completely or almost completely 
inhibited the growth of the organisms after the stated in- 
cubation period and is expressed in micrograms per milli- 
liter. Recently isolated strains were used because of the 
possible changes in resistance of some organisms result- 
ing from the use of some of these tetracycline analogues 
in the past few years, as is well illustrated in the case of 
the staphylococci.** 





TABLE 1.—Sensitivity of 257 Freshly Isolated Strains Tested Simultaneously with Three Tetracycline Analogues 
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the same as for tetracycline in somewhat less than one- 
third of the strains; also, less than one-fourth of the 
strains appeared to be more sensitive to chlortetracycline 
than to tetracycline and almost one-half of the strains 
were more resistant or required greater amounts of 
chlortetracycline than tetracycline to inhibit. This rela- 
tively lower activity of chlortetracycline must be attribu- 
table, in a large part at least, to the deterioration of the 
chlortetracycline during the 24 hour or longer incubation 
period before the results of the tests were read. 

For individual species or genera, there appeared to be 
some differences in the action of the individual agents, 
although the significance of these differences must await 
the accumulation of further data with larger numbers 
of strains. Thus, tetracycline appeared to be the most 
active of the three analogues against Escherichia coli, 
Shigella sonnei, and Proteus organisms. Oxytetracycline 
appeared to be the most active of the three agents against 
strains of Pseudomonas, and chlortetracycline appeared 
to be the most active against strains of Enterococcus, 
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cocci, which were read after incubation for 48 hours. 


* Minimum concentration producing complete or marked inhibition after incubation for 24 hours on antibiotic-containing agar, except for meningo- 


t Number of strains inhibited by one-half concentration or less (left), same concentration (middle), and two or more times as much (right); super- 
scripts indicate number inhibited by one-quarter or less in left column and by four times or more in the column on the right. 
t Six of the staphylococcic strains and eight of the enterococci were resistant to 200 mcg. per milliliter; the rest were inhibited by 3.1 mcg. per milliliter 


or less. 


The results are summarized in table 1. Both the range 
of sensitivity for the various genera and species of bac- 
teria and the minimum concentration required to inhibit 
two-thirds of the strains of each are listed in this table. 
The comparative sensitivities of the same group of strains 
to oxytetracycline and chlortetracycline when tested si- 
multaneously and by the same method are shown along- 
side of the results obtained with tetracycline. 

All of the organisms were quite similar in their sensi- 
tivity or resistance to the three antibiotics, although a 
number of individual strains were more sensitive to one 
or another of them to a degree that was probably sig- 
nificant and beyond the limits of error of the method. 
When the results of these tests are considerd in toto, more 
than one-half of the strains were equally sensitive to 
oxytetracycline and to tetracycline; the rest were more or 
less equally divided between those more sensitive and 
those more resistant to oxytetracycline, the difference for 
most strains being within the error of the two-fold dilu- 
tion method that was employed. In the tests with chlor- 
tetracycline, the minimum inhibiting concentrations were 


§ Dr. Sara E. Branham, National Microbiological Institute, supplied most of the strains of meningocoeci. 








M. pyogenes var. aureus, and Str. viridans. Chlortetra- 
cycline appeared to be inferior to the other two analogues, 
particularly against the meningococcus and the gonococ- 
cus, but in these instances the longer incubation period 
that was necessary because of the slow growth of these 
organisms on the mediums used was probably responsi- 
ble for this apparent difference. 

Growth Curves.—Growth curves were carried out 
with a group A hemolytic Streptococcus (Streptococcus 
98) and with B. cereus no. 5, using both pour plates to 
determine the number of viable organisms and turbidi- 
metric measurement of the density of cultures after 
various periods of incubation with different concentra- 
tions of the antibiotic and various sizes of inoculums. 
These studies, the details of which will be reported else- ° 
where, indicated that all three analogues acted in a very 
similar manner during the first few hours of incubation. 





12. Finland, M., and Haight, T. H.: Antibiotic Resistance of Pathogenic 
Staphylococci: Study of 500 Strains Isolated at Boston City Hospital from 
October, 1951, to February, 1952, A. M. A. Arch. Int. Med. 91: 143-158 
(Feb.) 1953. 
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After 12 hours, however, the deterioration of chloretra- 
cycline was indicated by resumption of growth, and the 
greater stability of tetracycline was shown by the fact 
that growth was delayed longer and inhibition was more 
prolonged and more permanent with the latter agent 
than with the other two analogues. 

Resistance and Cross Resistance.—In the tests for 
sensitivity previously referred to, organisms that were 
highly resistant to any one of the agents were always 
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Fig. 1.—Plasma concentration of tetracycline after a single intravenous 
injection of 1.0 or 0.5 gm. in isotonic sodium chloride solution or dextrose 
solution, 


resistant in about the same degree to each of the other 
two. A study was also made to determine specifically 
whether repeated and prolonged exposure of organisms 
to one of the three analogues in vitro would result in 
the development of resistance to other agents as well. 
Eight strains, including two of Enterococcus, two of 
M. pyogenes var. aureus, and one each of K. pneumoniae, 
Esch. coli, Aerobacter aerogenes, and Str. viridans were 
subcultured repeatedly in broth containing increasing 
concentrations of tetracycline and oxytetracycline. The 
resistance of these strains generally increased during 11 
subcultures from 8-fold to 32-fold against the homolo- 
gous antibiotic to which the strains were exposed. 
Increases in resistance to each of the two heterologous 
analogues to which the organisms had not been exposed 
developed in every instance, and in most instances the 
increases were of about the same order of magnitude as 
against the homologous antibiotic. For some strains, 
however, the increases in resistance to the heterologous 
analogues were apparently greater than to the agent to 
which they had been exposed. 

Blood Levels.—Assays for tetracycline activity were 
made with venous blood of patients who were given 
single doses expressly for this purpose and in other 
patients who were under treatment with the new anti- 
biotic. Samples of citrated plasma were assayed by a 
serial two-fold dilution test in broth using a 10~ dilution 
of a 12 hour culture of B. cereus no. 5 as the test organ- 
ism. The results were read as the minimum dilution of 
plasma producing complete inhibition of growth after 
18 hours incubation at 37 C, and the concentrations 
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of antibiotic were determined from this dilution by com. 
parison with parallel assays of standard solutions of the 
antibiotic carried out at the same time. The results of 
such assays following single intravenous injections of 
1.0 or 0.5 gm. of tetracycline hydrochloride, given as an 
effusion in 1.0 or 1.5 liters of isotonic sodium chloride 
solution or of 5% dextrose solution, over a period of 
two hours, are shown in figure 1. Growth of the test 
organisms was generally inhibited by dilutions of plasma 
ranging from 1:16 to 1:512, which are equivalent to 
concentrations of 1 to 32 mcg. per milliliter respectively, 
High levels were sustained after such infusions for 12 
hours, and in some patients levels ranging from 0.25 to 
16 mcg. per milliliter were still present during most of 
the second 12-hour period. 

During therapy with oral doses of 250 mg. or 500 
mg. every six hours, peak concentrations were generally 
not achieved until after the second dose was given, and 
the levels were only slightly higher on or after the 
second day of treatment in the patients receiving doses 
of 500 mg. every six hours (fig. 2). An initial dose of 
1.0 gm. by mouth was given to a few of these patients 
and resulted in somewhat higher levels during the first 
12 hours. With the 500 mg. doses, more or less uniform 
levels were obtained and ranged from 1 to 8 mcg. per 
milliliter in most patients after the first 12 hours of 
treatment. Levels of 16 mcg. per milliliter of plasma 
have been found in several specimens obtained during 
treatment with this dosage. The dose of 250 mg. every 
six hours was given chiefly to patients with urinary tract 
infections, some of whom had impaired renal function. 
The resulting blood levels were, therefore, more irregu- 
lar, but generally ranged from 0.25 to 16 mcg. per milli- 
liter throughout several days of continuous treatment. 
In a few patients, observations made after the last dose 
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Fig. 2.—Plasma concentration of tetracycline during therapy with 250 
mg. given every six hours. 


indicated that appreciable concentrations of tetracycline 
were present in the plasma for 12 hours or longer in 
most patients. 

A carefully controlled experiment was carried out in 
12 volunteers, all of whom received single doses of 1.0 
gm. of each of the three tetracyclines by mouth in rota- 
tion at different times without any of the participants 
knowing which of the antibiotics they were taking. 
Details of this experiment will be published elsewhere, 
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but the results may be summarized here briefly. With all 
three agents, the peak levels were achieved between 
four and six hours, and generally ranged from 1 to 4 mcg. 
per milliliter of plasma. The levels were sustained at or 
near these peaks in almost every instance for eight hours 
after administration of each of the agents and, in most 
of the subjects tested, similar levels were still present in 
the plasma 12 hours after the dose was taken. The 
average concentrations of the antibiotics for all of the 
subjects were highest after the ingestion of tetracycline 
and lowest after ingestion of oxytetracycline. These 
comparisons were made on the basis of readings of the 
assay test after 18 hours of incubation. When the tests 
were read at 24 hours, the deterioration of chlortetra- 
cycline was evident, and by 40 hours, no inhibition 
could be demonstrated in any of the serums from the 
subjects who received chlortetracycline. There was only 
a slight reduction in the concentrations that were inhibi- 
tory after these longer incubation times in the plasmas 
taken after the doses of oxytetracycline, while the levels 
following ingestion of tetracycline were essentially un- 
changed. Some of the lower levels obtained following 
ingestion of oxytetracycline may have been due to the 
fact that half of the subjects were given this analogue 
in the form of tablets of the free base; two subjects who 
received such tablets showed no demonstrable levels in 
the blood at any time, and the average for the remaining 
subjects was somewhat lower than in those who received 
the oxytetracycline in the form of capsules of the hydro- 
chloride. 

Urinary Excretion—Samples of urine obtained at 
random in patients under treatment with tetracycline 
showed high concentrations of this agent, ranging from 
40 to more than 1,000 mcg. per milliliter. In the con- 
trolled experiment on absorption following the ingestion 
of a single dose of 1 gm., each of the three tetracycline 
analogues appeared rapidly in the urine so that samples 
obtained two hours after the dose was taken contained 
between 20 and 320 mcg. per milliliter. The urine speci- 
mens collected between 2 and 12 hours after the dose 
yielded antibiotic levels ranging from 160 to 640 mcg. 
per milliliter in most instances, and those obtained. in 
the next 12 hours still showed from 40 to 160 mcg. in 
most instances and even higher concentrations in some. 
Total amounts ranging from 9 to 21% of the ingested 
1 gm. dose were recovered during the first 12 hours 
from each of the subjects and with each of the agents, 
except for two subjects who had received tablets of the 
free oxytetracycline base; from one of these subjects 
only 3% and from the others 6% of the administered 
dose was recovered during the first 12 hours. An addi- 
tional 4 to 7% of the administered dose was recovered 
during the second 12 hour period in most instances, but 
in individual subjects considerably larger amounts were 
recovered during this period. 

Spinal Fluid Levels——Simultaneous specimens of 
blood and spinal fluid were obtained from 7 patients 
without meningitis at varying intervals after single injec- 
tions of 0.5 to 1.0 gm. of tetracycline given over a two 
hour period. Tetracycline activity was demonstrated in 
the spinal fluid in two of these subjects and in concen- 
trations equivalent to % and 1%» of the simultaneous 
blood levels, respectively. In the other five, including 





TETRACYCLINE—FINLAND ET AL. 565 





two who showed only minimal levels in the plasma, no 
activity could be demonstrated by the test used. Addi- 
tional data concerning spinal fluid gradients of tetra- 
cycline analogues were presented at the antibiotic sym- 
posium by Wood, Kipnis, and Dowling.'* They showed 
that tetracycline was more regularly demonstrated in 
spinal fluid and at relatively higher concentrations than 
each of the other two analogues. 


CLINICAL TRIAL 


From May through October, 1953, 118 patients were 
treated with tetracycline hydrochloride given in tablets 
or capsules orally, by intravenous injection, or by both 
routes. Almost all of these patients were adults on the 
medical wards of the Boston City Hospital. In general, 
all patients admitted to the wards on which this study 
was being conducted and in whom a broad-spectrum 
antibiotic was indicated or justifiable were treated with 


TABLE 2.—Dosage of Tetracycline Used in 118 Cases 


No. of 
Dosage * Patients t¢ 
Regimen 
I CU anna ccs ccenstanbersbeeanesiviedaevatee 5 
200 mg. every 4 hours (5 or 6 times daily)..............e00. 29 (5) 
os Ss cheat eee babesbecyeuctadcantes 23 (2) 
os accensvusedererbapeereehewnntee 5 (1) 
ey a I eee S cada ceEssiskibweseensacuaeecuee 56 (5) 
Total Dose 
ey RE, GIB Gas odio ntcedvccveescvetescsedees 5 
EE OP iis ato ubaneghantuad eavesetcsaccessgessasaues 14 
Pt aa SOhSd ROK Sen Sd REEN tse cbeeSseRCS SUR yROEERROEs EEE 41 (7) 
Pe eiibbws- nbs nnsesen seg eicbtndraucdbagndtesseutsesetaken 50 (4) 
Ne Maso 0b 65040 eka deen ee eds teenewonsewns cerséyesesees 6 (2) 
Be ie Te Sia on de hwsrtnnse secenediddedinedccsaninsdeneed 2 
Average dose = 10.7 gm. 
Duration of Treatment 
PN aad cinenousilssecucaduasunhsbaeeaceueeeweeseeeen 3 
FE itiiindodnduddwitdbudsestbekwasewscstadteceaeondelaas 24 
er atc anananchesdderieds ccd eenchassadeasseseebkewenmens 61 
en CEE aca eee cua aeiesetaesetelesesaubous ie 27 
ee atic ciwek actekessebateneweseeaeunne ae dihe 8§ 


Average duration = 7 days 





* By oral administration unless otherwise specified. 

+ The number of patients receiving initial doses intravenously are 
shown in parentheses. 

$ One of these patients received 42 and the other 52 gm. 

§ Treatment was continued in these cases 18, 21, and 26 days. 


tetracycline alone. Patients who had previously received 
other antimicrobial agents were excluded unless those 
agents had definitely failed to control the tnfection and 
had already been discontinued for several days. 


Dosage.—A summary of the various dosage regimens 
and the total amounts and duration of therapy used in 
the patients in this study is given in table 2. About one- 
half of the patients received oral doses of 500 mg. every 
six hours; the rest received either 200 or 250 mg. every 
four or six hours. An initial oral dose of 1.0 gm. was 
given to a number of the patients on each of the regi- 
mens, and some of those who received individual doses 
of 200 or 250 mg. were given 500 mg. initially. Intra- 
venous doses of tetracycline hydrochloride were given ° 
in 0.5 to 1.0 gm. amounts dissolved in 1.0 or 1.5 liters 
of isotonic sodium chloride solution by slow infusion 
at intervals of 12 hours or longer; this was the only 
therapy used in 5 patients, but it was used during the 





13. Wood, W. S.; Kipnis, G. P., and Dowling, H. F.: Blood and Cere- 
brospinal Fluid Gradients of Tetracycline Analogues, to be published. 
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first day or 2 in 13 additional patients before oral 
dosage was started. The total amount given intravenously 
did not exceed 3.0 gm. in any of the patients. The total 
amount given orally varied from a single dose of 500 
mg. (in a “terminal” case) to 52 gm. in 26 days. Most 
of the patients received between 5 and 15 gm. over a 
period of 4 to 10 days, and the average total dose was 
10.7 gm. in 7.0 days. 

Clinical and Bacteriological Results ——The various 
types of infections treated and the general estimate of 
the benefits attributable to tetracycline therapy in these 


TABLE 3.—Estimated Clinical and Bacteriological Responses of 
118 Patients to Tetracycline Therapy 


Im- 
Excellent prove- Indeter- No 


Diagnosis Response ment minate Effect 
Acute Urinary Tract Infections (14).. ll 3 0 0 
RTE cdesanncessisbvsecsnceees 10* 1 
M. pyogenes var. aureus.......... 1 
ED hakinisadetaderddicviwdaowis ee 1 or ee 
er Oe EE oe ; 
Acute Exacerbation of Chronie Uri- 
nary Tract Infection (35)........... 7 10 13 5 
TE hrcdacauinweacqmend area Gin 'e 2 6 4 1 
a ee eee 2 1 os 
DE cncinectucodt abe ivesey neers oe 2 1 
EE OT on 2 -~ o 
ID cickeveckseddannees 3 1 7 3 
ED nincntaccekswkie-xedawen 13 2 0 0 
Pneumococeie (specific types)..... ad ° 
Probably pneumococcic ........... 2 1 
9 


M. pyogenes var. aureus.......... 


Primary atypical (with cold ag- 
IIIS sors ices aciiedoiahaleniebil 


. 
. 
— 
. 
. 


Chronie Bronchopulmonary Infections 
with Acute Exacerbations (27)..... 


3 
Pneumococcus predominant ...... 1 1 
9 


H. influenzae predominant........ 5 1 
M. pyogenes var. aureus pre- 

GONG kccqacevesecsssoccccvces ee oe 2 
ee oa ee ee 2 
Mimed infections .....cccccescccese a 7 6 

NS SED cndtasicceccscrresce 14 2 10 1 
Hemolytic streptococcic pharyn- 

SE ih kanadanbiaawakh cedars oaoee 
Pneumococcie pharyngitis ........ 1 ee ee 
M. pyogenes var. aureus bacteremia 

OBE TUFURCHIOGS ..cccccccvescece 1 2 ee 
A. aerogenes bacteremia.......... it oe 
Acute epididymitis (Esch. coli)... 1 oe ee ee 
OR cha dessccvsneiessascetieesesies 4t oe 10§ lt 

dss tchudeteedenvnicerses 48 30 32 8 


* Two of these patients had bacteremia. 

+ These patients had hepatic coma. 

t There was one case each of acute gastroenteritis, Sonne dysentery, 
otitis media, and fever of undetermined origin. 

§ Therapy was for prophylaxis in patients with myocardial infarcts 
in four cases, fever of undetermined origin in two, acute cholecystitis, 
perineal cellulitis, infected dermatitis, and infectious mononucleosis in 
one each. 


cases are listed in table 3. In a major proportion of the 
patients, treatment was given for urinary tract infections; 
the majority of these patients had chronic or recurrent 
infections complicated by irremediable obstructive le- 
sions or by indwelling catheters. Only a few such patients 
yielded excellent clinical or bacteriological results, while 
others were definitely improved; however, nearly one- 
half of them had mixed infections and most of these pa- 
tients were not clearly benefited by the tetracycline treat- 





14. Finland, M.; Grigsby, M. E., and Haight, T. H.: Efficacy and 
Toxicity of Oxytetracycline (Terramycin) and Chlortetracycline (Aureo- 
mycin): With Special Reference to the Use of Doses of 250 Milligrams 
Every 4 or 6 Hours and to the Occurrence of Staphylococcic Diarrheas, 
A. M. A. Arch, Int. Med. 93: 23 (Jan.) 1954, 








J.A.M.A., Feb, 13, 1954 


ment. In many of them there was temporary improve- 
ment associated with disappearance of one or more of 
original infecting organisms only to be followed by rapid 
return of bacilluria or pyuria accompanied by the pres- 
ence of organisms not isolated in the pretreatment cul- 
tures. The patients with acute infections of the urinary 
tract, on the other hand, showed excellent results, both 
clinical and bacteriological; most of these were infections 
with Esch. coli. 

Similar results were obtained in pulmonary infections. 
The patients with uncomplicated acute pneumonia all 
responded well; most of these were pneumococcic and 
some of the others were probably of pneumococcic eti- 
ology according to their clinical behavior, although a 
pneumococcus was not definitely identified. There were 
two patients with staphylococcic pneumonia who also 
responded favorably. The patients with chronic broncho- 
pulmonary suppuration, many of them with mixed infec- 
tions, showed variable but rarely spectacular results; 
most of these patients were treated during acute exacer- 
bations and had in their sputums a variety of organisms, 
many of which are not usually considered to be respira- 
tory pathogens (including coliform organisms). Patients 
in whom Hemophilus influenzae predominated in the 
sputum generally showed definite clinical and bacterio- 
logical improvement during treatment. 

The patients with acute hemolytic streptococcic 
pharyngitis showed excellent clinical and bacteriological 
responses in every instance. Among those with miscel- 
laneous infections there were three patients with staphy- 
lococcic bacteremia, one with A. aerogenes bacteremia 
complicating hepatic coma, one with acute gastro- 
enteritis (possibly staphylococcic), a case of Sonne 
dysentery (due to S. sonnei), and one with suppurative 
Otitis media, all of whom showed excellent or good clini- 
cal and bacteriological responses. The other patients 
included some with fevers of unknown etiology, others 
with myocardial infarcts and congestion in the lung 
associated with fever, patients with hepatic coma, one 
with acute cholecystitis, and one with an ulcer around 
the perineum due to a mixed infection; in these patients 
the effect of tetracycline was generally indeterminate 
or nil. 

On the whole, it may be said that the therapeutic 
results with tetracycline in the present study were similar 
in every respect to those obtained in a recent controlled 
clinical study, carried out on the same wards, in which 
the effects of oxytetracycline and chlortetracycline were 
compared.’* Obviously, a much more extensive and 
thoroughly controlled study would be required to detect 
any possible differences in clinical activity of tetracycline 
from that of the earlier two analogues. 

Untoward Effects—The most striking and encourag- 
ing feature of the clinical trial of tetracycline was the 
relatively low frequency of toxic effects observed, in 
contrast to the previous experience with chlortetracycline 
and especially with oxytetracycline, in similar types of 
patients, with similar infections, previously treated with 
comparable or smaller doses and on the same medical 
wards. All of the untoward effects observed from tetra- 
cycline in the present study were limited to symptoms 
referable to the gastrointestinal tract, but these were 
distinctly less frequent and less severe than those pre- 





















Vol. 154, No. 7 


viously noted in the comparative study with oxytetra- 
cycline and chlortetracycline. In that study, as shown 
in table 4, diarrhea occurred about twice as frequently 
jn patients treated with oxytetracycline (19%) as in 
those treated with chlortetracycline (10% ). Moreover, 
staphylococe) were present quite regularly as the only or 
predominant organism in the frequent and watery diar- 


Taste 4.—Untoward Effects Observed During Tetracycline 
Therapy Compared with Effects of Oxytetracycline 
and Chlortetracycline* 


Patients Treated with 
-_, 


e__———— 
Oxy- Chior- 
tetra- tetra- Tetra- 


Untoward Effect ecycline cycline  cycline 


Sore mouth (tongue or throat) only....... 2 5 1 
Nausea and/or epigastric distress only..... 14 3 0 
Nauses ADA VOMITING... ccccccccccccsccce be 10 16 2 
Nausea, vomiting. and diarrhea............ 16 11 1 
Diarrhea without vomiting.........ceeeseees 28 16 4 

All diarrhea, % of patients treated..... 19 10 a 


M. pyogenes var aureus predominating in 
feces of patients with diarrhea/no of suecb 


patients in whom cultures were made..... 27/38 4/22 12/5 
Rash ANd fOVEP....ccccccccccccccscccccccccce 1 1 0 
Drug BVGEE Ciisccecccvvevecesssscccosesecsces 0 2 0 
Bolt SURG MORE ccctesccccscccsccccccescces 16 19 1 
NO untoward effects *.....cccccccccccccccsece 165 230 110 

Total no. of patients treated........... 236 284 118 
% without untoward effects t.........++ 70 81 93 
* The patients were treated with oxytetracycline and chlortetracycline 
or the same wards in @ controlled study in 1951-1952. reported in detail 
elsewhere; most of these patients received 250 mg every four or six hours, 
but a few were treated witb 500 mg every four or six hours. 


t Includes patients with soft bulky stools without diarrhea. 


theal stools associated with oxytetracycline therapy, but 
they occurred in only a smal] number of the patients 
during treatment with chlortetracycline. 

In the present study, five patients had diarrhea from 
oral tetracycline therapy; the diarrhea was mild and brief 
except in one patient in whom it lasted for two days. 
Moreover, only one had a large number of staphylococci 
(mixed in this case with a large number of enterococci) 
in the feces. One other patient had a moderate number 
of staphylococci in the stools, but other common fecal 
organisms predominated in the same specimens. Nausea 
and vomiting were noted in two patients, large bulky 
stools in one, and a sore, beefy tongue in another. No 
other toxic effects were observed during tetracycline 
therapy in this study. Several patients had diarrhea or 
nausea and vomiting before treatment with tetracycline 
was started that subsided during the treatment. Diarrhea 
occurred in one patient following vigorous catharsis, 
and vomiting in another was attributable to over-digi- 
talization during tetracycline therapy; these episodes 
necessitated brief interruption of tetracycline therapy, 
which was later resumed without untoward effects. Most 
of the toxic effects from oral therapy observed in the 
present study occurred in patients who received the 
tetracycline in the form of tablets. Although almost twice 
as many patients were treated with tetracycline hydro- 
chloride in capsules, only one of them had diarrhea and 
another experienced a sore, beefy tongue during treat- 
ment; all of the remaining gastrointestinal disturbances 
were experienced by the patients who received tetracy- 
cline tablets. The occurrence of untoward effects from 
each of the various lots of tetracycline hydrochloride 
that were used in the present study is summarized in 
table 5. 
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There were no untoward effects whatever from intra- 
venous infusions of tetracycline hydrochloride in 0.5 to 
1.0 gm. amounts in single or multiple doses at 12 to 24 
hour intervals, but not exceeding a total of 3.0 gm. in 
any one patient during this study. All but 5 of these 18 
patients who received intravenous tetracycline therapy 
subsequently received oral therapy. 

Many additional patients were given single oral doses 
of tetracycline hydrochloride in capsule or tablet form 
in amounts ranging from 0.25 to 1.0 gm. for various 
studies. No toxic effects were observed in any of these 
patients. In the control study previously mentioned, 
when the 12 subjects each received 1 gm. of each of the 
three analogues in rotation without at any time knowing 
which they were getting, the differences in the gastro- 
intestinal toxicity from the three antibiotics were clearly 
discernible. No untoward effects whatever were observed 
following the ingestion of 1.0 gm. of tetracycline in these 
12 subjects, except for one who passed 3 soft bulky 
stools during one day. On the other hand, with the same 
dose of oxytetracycline given to the same 12 subjects, 
either before or after the tetracycline therapy, diarrhea 





TABLE 5.—Untoward Effects of Tetracycline 
Hydrochloride Therapy 


Dose, Number of 














Lot Form Gm./Day Patients * Untoward Effects 
A Capsule 1.0-1.2 28 (5) 1 sore beefy tongue 
1.6 1 None 
2.0 1 None 
B Capsule 1.0 1 None 
1.5 2 None 
2.0 + None 
Oo Capsule 1.0 12 (2) 1 diarrhea 
2.0 26 (1) None 
Allecapsules 1.0-2.0 75 (8) 1 sore tongue; 1 diar- 
rhea 
D Tablet 1.0 6 (1) 1 mild diarrhea (3-4 
loose stools) 
1.5 2 qd) None 
2.0 5 (1) 1 nausea, vomiting 
and diarrhea 
E Tablet 1.0 4 None 
1.5 1 1 nausea and vomiting 
2.0 23 (2) 1 nausea and vomiting, 
2 diarrhea,t 1 soft, 
bulky stools 
Alltablets 0.5-2.0 41 (5) 2 nausea and vomiting 
1 nausea, vomiting and 
diarrhea 
8 diarrhea 
1 loose, bulky stools 
F Intravenous 0.5-2.0 18 None 





* The figures in parentheses are the number of patients who received 
initial doses intravenously. Only five patients received all of the tetra- 
eycline intravenously. Three patients received both lots D and E, 2.0 gm. 
daily of each, without untoward effects from either. 

t One of these patients was receiving large doses of p-aminosalicylic 
acid with isoniazid orally and streptomycin intramuscularly at the same 
time. 


occurred in five and lasted in them from two to five days. . 
Nausea accompanied the diarrhea in one instance and 
was present in another subject who did not have diar- 
rhea. Flatulence was experienced by one of the subjects 
who had diarrhea after taking oxytetracycline and by 
another who was free of any other symptoms. Following 
the dose of 1 gm. of chlortetracycline, diarrhea was ex- 
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perienced by two subjects, both of whom had had the 
same effect following the dose of oxytetracycline that 
they had taken four days previously; one of them had 
not entirely recovered from the same symptoms that 
occurred after the previous dose. Nausea was experi- 
enced by two other subjects and bulky stools were noted 
in two additional ones following the chlortetracycline 
dose. One of the two persons who experienced nausea 
from chlortetracycline had received no other antibiotic 
previously. This experiment therefore confirmed very 
clearly the relative gastrointestinal toxicity of the three 
agents; tetracycline was the least toxic, chlortetracycline 
next, and oxytetracycline produced the greatest inci- 
dence of these untoward effects. 


SUMMARY AND CONCLUSIONS 

The antibacterial activity of tetracycline closely re- 
sembles, and in most respects is almost identical with, 
that of oxytetracycline (Terramycin) and chlortetracy- 
cline (Aureomycin). There is essentially complete cross 
resistance among the three tetracycline analogues in 
vitro. Chlortetracycline is considerably less stable than 
either of the other two analogues when kept in solutions, 
particularly in an alkaline medium. Satisfactory blood 
levels are sustained during treatment with oral doses of 
250 mg. or 500 mg. of tetracycline hydrochloride every 
six hours, and high concentrations are maintained in the 
urine during treatment with such doses. After single oral 
doses of 1 gm., the concentrations of antibiotic obtained 
in the plasma appeared to be somewhat higher with 
tetracycline than with the other two analogues. 

A clinical trial was carried out in 118 patients treated 
with tetracycline, most of them for infections of the 
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urinary or respiratory tract. The clinical and bacterio. 
logical effects of such treatment appeared to be similar 
to those obtained in a recent study with oxytetracycline 
or chlortetracycline in similar cases. The major clinica] 
difference between tetracycline and the other two ana- 
logues is the distinctly lower incidence of untoward 
gastrointestinal symptoms from tetracycline. These re. 
sults suggest that further clinical trials with tetracycline 
are warranted. 
ADDENDUM 

After this paper was submitted, 61 additional patients 
were treated with tetracycline; 38 received capsules, 22 
were given tablets, and one received all of the antibiotic 
intravenously. The oral dose was 250 mg. every four or 
six hours in 24 patients and 500 mg. every six hours in 
36; 5 of the latter group received initial doses intrave- 
nously. Excellent clinical and bacteriological results at- 
tributable to tetracycline were obtained in 28 patients 
(including one with meningococcic meningitis who re- 
ceived no other antimicrobial therapy); clinical and/or 
bacteriological improvement resulted from treatment in 
20 patients; the results were indeterminate in 11 and 
there was no benefit from tetracycline in the remaining 
2. Of those who received capsules, one had diarrhea 
briefly and this was controlled with paregoric while treat- 
ment continued, and one patient complained of flatulence 
only. Among those treated with tablets one had nausea 
and vomiting on the fifth day and two others, both of 
whom had marked azotemia, had some vomiting before 
tetracycline was started and this continued intermittently 
during treatment. 








Of how many operations can it be truthfully said that 
they are “neither dreadful in the doing nor melancholy in 
the event”? This unique pronouncement, which was in- 
tended to popularize the removal of tonsils by ligature, 
is found in the “Critical Inquiry into the Present State of 
Surgery” by Samuel Sharp, surgeon to Guy’s Hospital, 
1733 to 1757. Sharp’s work is cited in an article by 
Mollison.* 

The tonsils, being easily visible and readily accessible, 
must have been among the very first of our internal organs 
to be removed by the surgeon’s knife. Wise,’ in his “Re- 
view of the History of Medicine,” speaks of the Asiatic In- 
dians, who were highly skilled in medicine 1,000 years 
B.C., or 460 years before Hippocrates. These Asiatics 
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removed troublesome tonsils saying, “They are to be 
seized between the blades of a forcep and drawn forward, 
and with a semicircular knife the third of the swelled part 
is to be removed. . . .” So spoke the early Asiatic. Looking 
into the throats of today one wonders sometimes about 
the progress of tonsillectomy techniques over the past 
3,000 years. Five hundred years later than these Indians, 
Hippocrates, speaking of inflamed tonsils, wrote, “. . . 
introduce the finger and push aside the tonsils, rub the 
uvula with dry flowers of copper, give warm gargles and 
externally apply warm plaster of barley-flowers cooked 
in wine and oil.” 

These recommendations of Hippocrates of the treat- 
ment of tonsillitis recall something very similar to the 
teaching on this subject not many years ago, when hot 
honey gargles were used inside the throat and flavored 
poultices outside. So 500 years after the Asiatics began 
removing tonsils by early 20th century techniques, treat- 
ment of the inflamed tonsil had become conservative, or 
medical, under the influence of Hippocrates. 

Turning to the more serious angles of the subject, I 
am somewhat bewildered, after all these centuries of ton- 
sillectomies. that there still is “a tonsil and adenoid ques- 
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tion.” Perhaps, however, one should attempt to unravel 
the weird record of benefits from tonsillectomy and see 
if there are good factual and statistical data to support the 
removal of this organ. I will not waste time on a discus- 
sion of the benefits of tonsillectomy in such varied condi- 
tions as anorexia, mental deficiency, nosebleeds, pyelitis, 
the respiratory allergies, and cyclic vomiting. Kaiser * in 
his classic monograph on “Children’s Tonsils In and Out” 
comes closest to good statistical devices. His analysis of 
the facts are shrewd, and he makes few dogmatic claims 
for the real benefits of tonsillectomy. In fact, when Kaiser 
has finished comparing the persons whose tonsils had 
been removed with the controls who had not been sub- 
jected to tonsillectomy, he points out only four positive 
benefits from the removal of tonsils and adenoids over 
a 10 year period: 1. Throat infections were reduced in 
incidence. 2. The incidence of cervical adenitis was de- 
cidedly reduced. 3. There were 30% fewer first attacks 
of rheumatic manifestations in persons whose tonsils had 
been removed. Recurrent attacks were not at all affected 
by tonsillectomy. 4. The incidences of scarlet fever and 
diphtheria were lower in persons subjected to tonsil- 
lectomy. All other claims he looked upon as dubious and 
without good evidence to support them. The advent of 
chemotherapy appears only to have modified rather than 
altered Kaiser’s claims. 

Out of the morass of speculation concerning the tonsil 
and adenoid question there are a few specific matters to 
be considered from the viewpoint of the internist. First, 
what are the indications for removal of the tonsils and 
adenoids? An observation that clearly goes to the core 
of the question, and the one that has most influenced 
my own thinking on the subject, was made by Lyman 
Richards * some years ago in his book, “Otolaryngology 
in General Practice.” He said, “The best results of ton- 
sillectomy are obtained where the symptoms have been 
clearly referable to the tonsils and associated lymphoid 
tissue.” Conversely, he observes that the farther com- 
plaints are from the tonsils, the poorer the results are with 
their removal. This concept constitutes a philosophy 
concerning the indications for tonsillectomy, and over the 
years it has restrained those who regard it well from a 
multitude of tonsillar sins. 

Second, the hazards of tonsillectomy should be no con- 
traindication for surgery when the need is clearly present. 
Nevertheless the hazards are worth serious thought. 
Hemorrhages can usually be stopped; shock can be com- 
batted with care; thymic disease can almost always be 
discovered before it causes difficulty; and lung abscess 
should become even rarer with the judicious use of anti- 
biotics, provided too much reliance is not placed on 
their magical qualities. Still, to the internist, these acci- 
dents associated with tonsillectomy are cause for concern 
when the procedure is considered so trivial and when it 
is used as a treatment for reasons that are not always too 
clear, It is also only fair to admit that the reports from 
our medical centers of the hazards of tonsillectomy are of 
the best results that can be obtained in skilled hands and 
that the true incidence of deaths and complications in 
rural areas can never be determined accurately. 

Regarding the hazards of tonsillectomy, it is interesting 
to note how meager and inadequate are the reports of 
death or its causes from this procedure. An effort has been 





TONSIL AND ADENOID QUESTION—BADGER 569 







made to cull some data from the medical literature on this 
subject to supplement Kaiser’s widely read report. Out 
of these explorations only three factual and original 
studies were turned up, from 1922 to 1952, with informa- 
tion on the hazards of tonsillectomy. 

The first of these was a report by Hannau Loeb * in 
1922 on “Fatalities Following Operations Upon the Nose 
and Throat Not Dependent Upon Anaesthesia—a Study 
of 322 Hitherto Unreported Cases.” On the basis of this 
study, Loeb commented: 

The laryngologist has become an accomplished surgeon 
{this in 1922] with an enormous operative material. The work 
has become so attractive—or perhaps so remunerative, that 
there are 5,000 physicians according to the American Medical 
Directory, or one in every thirty practitioners in the country, 
who profess to be qualified to practice the specialty of 
Laryngology. These men have an important bearing on the 
well being of today. 


TaBLe 1.—Principal Causes of 332 Nonanesthetic Fatalities 
Following Nose and Throat Surgery 


Cause of Death No. Percentage 
EE eencbeditesssesencecercedeueses 125 40.0 
OE Ee re 55 16.0 
Respiratory tract infections.............. 43 12.0 
GR TIED cgevccccescsececscccses $e 16 4.0 
Cavernous sinus thrombosis.. , 9 2.0 
Rupture of maxillary sinus... . 5 2.0 
All others ...... ‘ . 79 24.0 


332 100.0 


Taste 2.—Complications of Upper Respiratory Operations 
Associated with 158 Nonanesthetic Deaths 


Site of Operation 
— cman — on 
Tonsils and 

Adenoids Intranasal Other 


ee 





ccntanadinmenian, saineienttie 
Per- Per- Per- 
Total cent- cent cent- 


Complications No. No. age No. age No. age 
Hemorrhage ..... siissbeis 1) 43 77.0 4 7.0 Y 16.0 
General sepsis ......... ; . 2 16 80.0 2 10.0 2 10.0 
Cavernous sinus thrombosis i. i2 3 33.0 2 22.0 4 45.0 
Respiratory tract infection.. . 4 31 72.0 10 23.0 2 5.0 
Undetermined cause . 30 16 53.0 a 30.0 5 17.0 


WN atedsunses cases ; . 18 109 69.0 27 17.0 22 14.0 


Loeb sent out 5,000 questionnaires; 466 physicians re- 
ported no fatalities; 322 reported fatalities carefully col- 
lated; and 4,300 did not bother to answer. The results of 
his findings are seen in tables 1 and 2. 

One must take these figures of Loeb’s perhaps with a 
grain of salt since they are old. Nonetheless, this is one of 
the few available reports of a real effort to analyze the 
nonanesthetic causes of death associated with tonsil- 
lectomy and other upper respiratory surgery, not only in 
the highly skilled medical center but across the country 
as a whole. This cross section of the hazards of tonsil- 
lectomy interests the internist as much as the best results 
of our academic centers. 

The second array of interesting data found concerned 
deaths associated with anesthesia. In 1946, Harold 
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Bishop * reviewed the anesthetic deaths occurring in the 
United States between 1922 and 1931, deriving most of 
his information from the United States Bureau of the 
Census. These figures are shown in table 3. 

Over the years 1922 to 1931, 15% of all the anesthetic 
deaths were associated with removal of tonsils or adjacent 
lymphoid tissue. The incidence of anesthetic deaths with 
tonsillectomies should be no more than with other oper- 
ations except that the total number will be greater with 
tonsillectomies because more such operations are done 
by whatever route the anesthesia is given. These figures 
of 1932 are also old, but no such statistics are available 
since then. The paucity of recent studies on the hazards 
of tonsillectomy is a sad commentary on the absence of 
intellectual curiosity in this important matter. 

Third, data were unearthed from the “Registrar’s 
Report of Massachusetts for the Year 1950” based upon 
the New International Classification of Statistical Data 
that revealed eight deaths associated with operations on 
the tonsils or adjacent lymphoid tissue. Four of the 
eight persons who died were children less than 10 years 


TABLE 3.—Number of Operating Room Deaths Associated 
with Anesthesia in the United States* 


Deaths 
Associated with Removal 
of Tonsils and Adenoids 





Total r ~ 
Year No. No. Percentage 
Ee a ee 613 87 16.9 
Mivedett Kawetensmbdaenens 474 80 16.6 
Pi ddipGitnretedpsnpeeweenen 598 73 12.0 
PietiNtdastneretemnessieeus 677 116 17.1 
Depbcetdenedeeweceuenssencess 654 108 16.5 
Path eveecetsriescadecesecor 695 112 16.1 
eer rr eee Ter ere Tr Tee 569 89 15.6 
4st $ 5066Kivbeoroenewcons 690 100 44 
Ps tbcdckesentcdeepateroues 702 91 12.9 
a ee 678 86 12.7 





* These data were derived from mortality statistics of the United 
States Bureau of the Census. 


old, two more were between 11 and 20, one was 29, and 
one was 50 years of age. Most of these operations, there- 
fore, would seem to have been routine procedures. All 
of the fatalities were nonanesthetic deaths. They all oc- 
curred in the small state of Massachusetts in the one year 
of 1950, but they give some indication of the mortality 
hazards of this operation if multiplied by the 48 states. 
The internist thus remains reserved in his attitude toward 
the removal of tonsils and adenoids, since a dead patient 
is not a good result. 

Diseases of the respiratory tract, especially the com- 
mon cold, are the subject of more pseudoscience and old 
wives’ tales of “cures” than almost any other human 
affliction including the removal of the tonsils and ade- 
noids. The internist looks with great skepticism upon the 
benefits of tonsillectomy in the prevention of respiratory 
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infections except when breathing is interfered with } 
overgrowth of lymphatic tissue or when repeated bacter. 
ial infections localize in the tonsils or the tonsillar glands, 

Andrewes,’ in his current studies of the common cold 
and other vital infections at the Harvard Hospital in Salis. 
bury, England, is doing much to unravel the enigma of 
the natural history of these infections and the factors that 
influence them. “Sore throats” fall more and more into 
this group of viral infections, and tonsils and adenoids, 
present or absent, do not appear to play much part in their 
course or incidence. Furthermore, the general and less 
tangible factor of individual resistance and susceptibility 
to respiratory disease is all too generally disregarded, 
Andrewes, in human transmission studies with the virus 
of the common cold, has shown that immunity to it is 
short-lived, lasting rarely more than three months and 
often as little as one month. His uninfected controls did 
not have colds, nor even allergic rhinitis. Of the sub- 
jects in whom the cold virus was injected intranasally, 
40% had colds and 10% had characteristic symptoms 
of a cold that spontaneously aborted within 24 hours. 
In 50% of those in whom the virus was injected no cold 
developed at all. This knowledge of the natural history 
of the common cold should be useful in evaluating upper 
respiratory disease and leave us skeptical of current 
“cures” or the effects of tonsillectomy on its incidence 
and prevention. 

There are numerous systemic diseases in which the 
value of tonsillectomy is still under dispute because of 
conflicting experimental evidence or because of varying 
interpretation of personal experiences. Poliomyelitis is 
an outstanding example. There are differences of opinion 
concerning the influence of tonsillectomy upon the ap- 
pearance of the serious bulbar forms of that disease.* The 
portal of entry of the poliomyelitis virus or its route of 
transmission through the body is not definitely known. 
However, it is known that fatigue and trauma are con- 
ducive to the development of paralytic forms of the 
disease in epidemics when the virus is prevalent in the 
respiratory tract and feces of large sections of the com- 
munity. To the internist it is logical that not only the 
removal of the tonsils and adenoids but any elective 
surgery of the respiratory or alimentary tract should be 
avoided when poliomyelitis is prevalent. Fear of cutting 
portals wide open for entry of the virus by blood, lymph 
channels, or nerve axones should stay the surgeon’s hand. 

Cunning’s ® poliomyelitis-tonsillectomy survey in 1949 
is of interest, if only for the defects of its statistical anal- 
ysis. While Cunning sees no statistical evidence that 
tonsillectomies have any significant relationship to the 
increased incidence of bulbar paralysis, his figures are 
unconvincing. Eley and Flake * present a more critical 
review of this subject with evidence difficult to disregard 
concerning surgery of the lymphoid tissue of the nose and 
throat and the associated development of the more serious 
forms of poliomyelitis. 

The internist believes that poliomyelitis is only one of 
the neurotropic diseases in which the trauma of tonsil- 
lectomy and adenoidectomy should be avoided in epi- 
demics.*° Encephalitis of any type, influenza of proved 
type, with its more obscurely associated encephalitides, 
as well as epidemics of meningococcus meningitis should 
be signals for the avoidance of any unnecessary surgery 
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on the respiratory or alimentary tracts. There are no 
figures available and no experimental evidence to prove 
this wider concept. It is reasonable, however, that in 
epidemics the prevalence of serious neurotropic diseases 
of the central nervous system, obscure as to the portal of 
entry, should suggest the avoidance of any surgical 
trauma, especially the removal of tonsils and adenoids. 
Such a procedure lays bare a large surface of nasopharyn- 

eal tissue where these viruses and organisms are found. 

Rheumatic fever poses another question in regard to 
the removal of tonsils and adenoids. Before the days of 
chemotherapy, Kaiser * stressed the importance of re- 
moving the troublesome tonsils of children and thereby 
reducing the subsequent incidence of the primary rheu- 
matic infection by about 30%. Once the rheumatic state 
was established, the presence or absence of tonsils had 
little effect on the recurrence of rheumatic fever. Much 
informed opinion in northeast United States holds that 
chemotherapy is better when tonsils are present. 

There are only two observations to make concerning 
diphtheria: First, diphtheria carriers should have their 
tonsils and adenoids removed as cleanly as possible, since 
chemotherapy without surgery gives unsatisfactory results 
in eradicating the carrier state as pointed out by Banks.** 
Second, the differential diagnosis of the diphtheritic throat 
and peritonsillar abscess may be externally difficult, as 
all of us are wel) aware.’? In World War II, it was my 
experience that late palatal and peripheral paralyses and 
polyneuritis occurred with great frequency when the 
diphtheritic throat was lanced in error in the belief that 
there was an acute peritonsillar abscess. 

The human body appears to abhor the removal of 
tonsils and lymphoid tissue of the nasopharynx, at least 
“before the tonsils have stopped growing.” This fact is 
evidenced by the amount of lymphoid tissue that grows 
back after the larger tonsils and adenoids have been sup- 
posedly cleaned out surgically. Lingual tonsils, adenoids, 
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pharyngeal lymphatics, and lymphoid tissue in the fossae 
of excised tonsils all appear to make a stubborn and con- 
certed effort to replace the excised organs. In fact, so 
frequent is the regrowth of the lymphatics that we are 
seeing today the widespread use of cathode rays to destroy 
these lymphoid tissues for life. Schultz and Robbins ** and 
Boies '* have pointed out that the delayed destructiveness 
of x-rays in burning the deep and superficial tissues of the 
head and face can be almost too extensive for belief. 

As an internist I believe that too many tonsils are still 
being taken out, but I am open to persuasion that this is 
not true. I am not convinced, however, by the analyses 
of results based upon the individual case history of success 
or failure. Rather I am interested in the adoption of 
modern, life table methods of statistical analysis in a 
retrospective study for determining the benefits, the 
hazards, and the causes of death associated with the re- 
moval of tonsils and adenoids. Herein lies the kernel of 
the “question” of tonsillectomy. 

Both the physician and the patient remain deeply in- 
debted to the skilled otolaryngologist for the safe removal 
of tonsils and adenoids when the need exists. Nevertheless 
the physician should not regard the removal of these 
organs as a trivial procedure. Rather it is one requiring 
great skill in anesthesia, in operative technique, and in 
postoperative care in addition to careful selection based 
on the needs of the patient rather than the accessibility of 
the organ itself. It is indeed clear that the internist and the 
family doctor cannot escape their share of responsibility 
with the otolaryngologist in decisions regarding the need 
and the wisdom of removal of the tonsils and adenoids. 
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For some years it has been generally accepted that the 
tonsils and adenoids serve as a first line of defense in 
protecting the respiratory and alimentary tracts from 
bacterial invasion, and, as a result of this conception, 
some pediatricians, as well as internists, have gone so 
far as to believe that these tissues should never be re- 
moved or removed only in later life. Others, however, 
hold the view that the removal of tonsils and/or adenoids 
early in life does not increase the frequency of respiratory 
infection, and they advocate excision when the presence 
of these lymphoid tissues offers a hazard to the general 
health of the patient. This appears to be the sensible and 
practical position, rather than either of the two possible 
extremes. In discussing this question, it should be re- 
called that adenoid tissue and the palatine tonsils are nor- 
mally present at birth. These structures generally increase 
in size until about the age of 3 to 5 years, after which 
time there is a retrograde process with almost complete 
elimination of adenoid tissue and a reduction in the size 
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of the tonsils. This normal process may be altered, how- 
ever, in the presence of abnormal conditions such as 
repeated or chronic infections that of themselves may 
result in marked tissue hypertrophy and resulting chronic 
infection. It is in such conditions as this that the physician 
must weigh the effects being produced on the general 
health of the patient and then decide on tonsillectomy 
and/or adenoidectomy, regardless of age. 


CONSULTATION WITH OTOLARYNGOLOGIST 


How does the pediatrician look at the tonsil and ade- 
noid question? Does he consider it only from the local 
manifestations, from the general health factors con- ° 
cerned, or from aspects such as recurrent tonsillitis in 
a child with congenital heart disease? These are all perti- 
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nent questions, and before any of them are considered, 
a plea should be made for closer association between the 
otolaryngologist and the referring physician. To me it 
has always seemed poor practice of medicine to refer a 
patient to an otolaryngologist without first contacting 
him and explaining why his opinion is desired or why 
tonsillectomy and/or adenoidectomy are necessary; one 
cannot compare this situation with the referral of a pa- 
tient with an obviously fractured leg to an orthopedic 
surgeon. In the former instances the previous history of 
the patient and the possible underlying hazards are really 
known only to the pediatrician (the family physician to 
children), and without this information the otolaryngol- 
ogist may be at a complete loss as to why the patient was 
referred. Not every patient referred to the surgeon needs 
to have a tonsillectomy or adenoidectomy. Thus, the rela- 
tionship between the two physicians is on a consulting 
basis, and only after such an understanding has been 
established can the question be solved. 


IMPAIRMENT OF HEARING 


The physician is familiar with tonsils that are so large 
that they force the uvula into the background and even 
a grain of corn cannot pass the barrier, and too there is 
the adenoid tissue that produces a deep bass sound dur- 
ing sleep, rather than the normal quiet purr. What is 
indicated in these situations need not be discussed; yet 
these local conditions, especially those involving the 
adenoid structures, may, and do, cause serious complica- 
tions in infants and children. And here I have in mind 
particularly impairment of hearing, which may vary in 
degree from minimum to maximum. To me there is no 
greater or more serious problem. How often the physi- 
cian is faced with the question of whether the child is 
mentally retarded or actually handicapped by impair- 
ment in hearing, hence appearing retarded! This question 
is of ever increasing magnitude and importance, and it 
often is treated so lightly at the expense of the patient’s 
present and future health and happiness. The need of 
office and hospital services for persons trained in the art 
of detecting early changes in hearing ability, in my opin- 
ion, is one of the most important questions faced today, 
and the art is being developed. Classifying an intelligent 
deaf child as a mentally retarded person is a mistake that 
occurs too frequently. 

The theme of the relationship of mastoiditis, with or 
without sinus thrombosis and septicemia, to chronically 
infected adenoid tissue is seen less often since the intro- 
duction of antibiotics and chemotherapy. Such agents, 
however, have had little, if any, influence on mouth 
breathing, the development of the so-called adenoid 
facies, inability to sleep because of impaired breathing 
space, and numerous other disturbances readily attrib- 
utable to such chronic infections. In these conditions the 
answer is apparent, i. e., the removal of the infected 
tissues and/or irradiation as necessary. The quibble over 
age seems to assume academic proportions and is not 
of practical consideration if one is a practitioner of 
medicine, 

GENERAL HEALTH FACTORS 

What are the general health factors concerned in this 
question? I realize that this term is a loose one; yet it does 
connote some meaning. As with any low grade infection, 
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wherever its location, the patient does not feel well. 
There is listlessness, anorexia, anemia of varying degrees. 
apathy, loss of interest in usual activities, perhaps Jog, 
of weight, and, in general, a feeling of ill health. These 
symptoms appear quite readily in the young child, who 
usually is very busy with his enthusiastic activities and 
his school work and who suddenly or gradually develops 
the opposite attitude. In trying to evaluate properly such 
a situation, one should remember that it is not the bac- 
teriological report on nose and throat cultures that 
decides the question. It is the history and clinical course 
of the patient. In my opinion, there is still a place for the 
clinician in the practice of medicine. 

Much has been said about the relationship between 
infected lymphoid tissue and such conditions as rheu- 
matic fever, chorea, nephritis, and nephrosis, but no 
proof has ever been advanced to support this contention 
I do, however, believe, that patients with congenital heart 
disease may suffer severe complications by the presence 
of these sources of infection, and I have reference to the 
development of subacute bacterial endocarditis. There 
also are those instances in which infections of these struc- 
tures may produce disturbances such as encountered in 
recurrent otitis media, sinusitis, and selected patients 
with infectious asthma, peritonsillar abscess, etc. 


DANGERS OF AN OPERATION 


How the pediatrician views the dangers or hazards 
associated with removal of the tonsils and adenoids 
should be considered from the psychological effect on 
the patient, as well as the operative procedure. Since this 
surgical procedure is an elective one and can be planned 
well in advance, there is no excuse for the element of 
surprise, as the child can be properly prepared for the 
event and so enter into it without undue fear or appre- 
hension. The emotional trauma of years ago has been 
removed as physicians have improved their knowledge oi 
the psychological effect of hospitalization on the child. 
Accompanying these improvements in the care of the 
patient, there have been advances in operative methods 
involving both anesthesia and surgical techniques; for 
example, having the patient in the head-down position 
during the operation has greatly reduced the hazard of 
aspiration of blood or fragments of tissue into the airway 
or lungs, thus minimizing these complications, The pre- 
operative and postoperative use of antibiotics and chemo- 
therapeutic agents has likewise reduced the danger of 
blood stream infection and a competent physicial exam- 
ination prior to the operation has assured the family and 
the surgeon that all precautions have been taken. Thus, 
it would appear that under normal circumstances the 
dangers and hazards of this operative procedure have 
been reduced to a minimum when directed and per- 
formed by competent physicians. 

I used “under normal circumstances”; these words 
were carefully and deliberately chosen, for I believe that 
circumstances do exist when such an elective operation 
is definitely not without hazard. As far back as 1910 
Sheppard called attention to the possible relationship 
between the development of poliomyelitis of the bul- 
bar type after tonsillectomy and adenoidectomy. Aycock 
and Luther in 1929 reaffirmed these observations 
by a study carried out in Massachusetts and Ver- 
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mont, and in 1938 sufficient evidence relative to this 
relationship was produced that it justified the withhold- 
ing of this elective operative procedure in those areas 
where acute poliomyelitis was prevalent. Since that time 
many authoritative reports, both experimental and clini- 
cal, have appeared in the literature; yet there still exists 
4 sizeable group of physicians who would try to convince 
others that such a relationship does not exist. I can only 
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state that, in my opinion and in spite of the cunningly 
prepared reports, I am convinced that this hazard is a 
real one and not one of fantasy or chance. In conclusion 
one may say that most pediatricians view the tonsil and 
adenoid question with respect, but they also view the 
general health of their patients with a greater respect and 
in selected instances and under proper circumstances 
advocate the removal of these lymphoid threats. 








With the change in otolaryngological practice, due to 
the advent of the antibiotics, it is an appropriate time to 
take a new look at the tonsil and adenoid problem from 
the otologist’s viewpoint. This is particularly true in the 
light of the new emphasis on conservation of hearing that 
has come to the foreground in the past 10 years. In the 
past, tonsil and adenoid operations were often done with- 
out too much study and consideration of the need for 
their removal. The operation frequently was done rapidly 
and sometimes carelessly. Operatively, time was often 
given prime importance. Each tonsil was removed with 
a single manipulation of a guillotine, and the adenoids 
extracted with not much more than two or three swipes 
with a LaForce adenotome or an adenoid curet. I have 
seen the operation done in less than a minute. An opera- 
tor with a good team of anesthetists and nurses could and 
did care for 10 or 12 patients in one hour, All this was 
not ideal, but it was reasonable when the main objective 
was the removal of tonsils and adenoids for the relief or 
prevention of such disorders as otitic infections, sinusitis, 
and lymphatic gland infections. Today, there is still the 
problem of otitic infections, sinusitis, and lymphatic 
gland infections, but more often now than previously, a 
loss of hearing is the reason for the removal of tonsils and 
adenoids. While it is true that tonsils, because of enlarge- 
ment or severe infection, are an etiological factor in hear- 
ing loss, they are offenders in hearing impairment not 
nearly so frequently as the adenoid. I, therefore, would 
like to emphasize in the remainder of my remarks the 
importance of the adenoid in this regard and confine my- 
self to this aspect of the tonsil and adenoid problem. 


LOSS OF HEARING 

In the Northeast, at least, the winter season is the 
dread of most otologists. This is the time of the year when 
the office is often filled with children who have inflam- 
mation or infection of their ears. When it is the former, 
it is almost always accompanied by the collection of some 
sterile fluid in the ear, that is, otitis media with e‘Tusion. 
This condition frequently is more difficult to treat and 
eradicate than infection, and neglect can result in partial, 
but permanent, loss of hearing. Too often children with 
inflammation and fluid in their ears do not come 
to the otologist. They remain in the office of the 
pediatrician, with the accompanying hearing loss un- 
diagnosed or excused with the assumption that the 
child’s lack of response to queries or commands is 
due to inattention and not to impairment of hearing. 
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Furthermore, the end-result of antibiotic treatment for 
an ear infection may be a sterilization of the infectious 
process with a residual otitis media with effusion. This 
is particularly true, in my experience, with penicil- 
lin therapy. The end-result in such an instance is the 
same as if there were no infection in the first place 
but only inflammation. With the subsidence of pain, 
temperature, and discharge (if such were present), the 
pediatrician is apt to consider the patient cured, although 
this is far from the truth. Fortunately, some pediatricians 
are sharply aware of this problem, but there are too many 
who do not concern themselves with moderate or slight 
hearing loses. The otologist can do nothing but sound this 
note of warning. 

Not infrequently, a child who has had many abscesses 
in the ears instead of repeated minimal inflammatory at- 
tacks, will be brought to an otologist. Among the several 
causes for both these conditions, two stand out: infected 
lymphoid tissue in the nasopharynx and allergy. An un- 
recognized and undiagnosed allergic condition is often 
the reason why a child is subject to inflammation or in- 
fection in his ears. When, in addition to allergy, there is 
infected lymphoid tissue in the nasopharynx, the otol- 
ogist is confronted with the problem of which of the two 
etiological factors is the more important. Should the 
adenoid tissue be removed and the allergy be neglected, 
or should allergic management be used with the hope that 
the infection will quiet and will not again bother the 
child’s ears? In most instances, it will probably be wise to 
attend to both these etiological factors. Certainly, it 
would be unwise to pass over infected lymphoid tissue, 
for it is the most frequent cause of repeated trouble 
with the middle ear. On occasion, removal of a focus of 
infection will quiet an allergic mucosa, and it will not 
bother again unless it is prodded by another excitant. 

If, then, the otologist is confronted with a patient who 
has some of these ear problems, it is his duty to advise 
a very thorough removal of the infected lymphoid tissue 
present. If infected tonsils are present, their removal 
should be included, but the careful removal of the naso- 
pharyngeal disease is the more important. It does not . 
matter what age the patient may be. I have removed 
adenoids from a child only 3 months old and have seen 
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infected adenoids in persons who are in their sixties. The 
time factor is important. Removal should be undertaken 
as soon as the local condition in the nasopharynx 
warrants surgery. Waiting for summer is often unwar- 
ranted, for the public has become so poliomyelitis con- 
scious that one cannot operate during the summer and 
early fall months. A cogent reason why operation should 
be instituted as soon as possible is that another episode 
may be just around the corner, and this episode may be 
the one that will really cripple the hearing in one or 
both ears. Each attack is potentially a serious one. Every 
attack probably lays the groundwork for some loss of 
hearing, but one never knows which attack may leave a 
striking aftermath. 


ADENOIDECTOMY UNDER VISION 


How does one perform a careful adenoidectomy? Cer- 
tainly not with a few careless applications of an adeno- 
tome. A careful adenoidectomy should be completed, 
so far as possible, under vision. It is not possible to re- 
move, under vision, the last remnants in the vault, but it is 
possible immediately thereafter to visualize the vault to 
ascertain if the last remnants have been removed. 

It is immaterial how the main mass of adenoid tissue 
is removed. This can be accomplished with the use of an 
adenotome or a curet. The careful removal of the re- 
maining islands is, in my opinion, very important. Here is 
where the use of visual control contributes much. A very 
important landmark that can be seen without difficulty, 
if the soft palate is elevated, is Passavant’s ridge. This is 
the name given to the upper border of the superior con- 
strictor muscle. It will be noted as a distinct pad of tissue 
above which one looks directly onto the nasopharyngeal 
fascia if the adenoids have been removed. Only occa- 
sionally does the lymphoid tissue of the adenoid extend 
downward over Passavant’s ridge in its midportion. Very 
often, however, lymphoid tissue can be seen lying on the 
lateral aspects of this ridge. There is a continuous mass 
that arises in the region of the eustachian tube, passes 
over Passavant’s ridge and continues to be present be- 
hind the posterior pillar on the lateral surface of the pos- 
terior wall of the pharynx. This is commonly called the 
lateral band. It frequently is infected along with the tissue 
in the vault of the nasopharynx and should be removed. 
Sometimes, when the band is very large, removal can be 
accomplished with the judicial use of a grasping tenacu- 
lum and tonsil snare; usually, it is best done with a biting 
forcep. I find the use of a triangular forceps with a basket 
attachment preferable to any other. The bitten pieces 
will not then be dropped in the pharynx with the subse- 
quent risk of inhalation. When the tissue over the lateral 
aspect of Passavant’s ridge is removed, care should be 
taken that muscle tissue is not removed as well. This care 
should be exercised in all of the manipulations in the 

region of the ridge. Care should also be taken in this part 
of the operation not to injure the mucous membrane on 
the posterior aspect of the posterior pillar. If this is kept 
in mind and carried out, one need never fear a stricture 
of the nasopharyngeal opening; if neglected, such scar- 
ring may ensue and its correction prove tedious. 
Above Passavant’s ridge, all visible lymphoid tissue 
should be removed. This cannot be done with an adeno- 
tome. I cannot do it with a curet. I find it necessary to 
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use the biting forceps. I continue to remove tissue until 
the nasopharyngeal fascia is clean. Once it is clean, it jg 
easily recognized, and, in my opinion, an adenoidectomy 
has not been done unless a clean nasopharyngeal aponey. 
rosis is the end-result. As one works superiorly toward 
the vault of the nasopharynx, the ability to see is lost, 
and the biting forceps must be used carefully and wisely 
in this location. Fortunately, unless one bites too far 
laterally where the top of the eustachian cushion may be 
injured, there are no structures to be avoided. It is sur- 
prising sometimes to see how much additional tissue can 
be removed from this location after careful use of the 
adenotome has been exercised. If judgment and skill are 
used, tissue posterior to the eustachian tube can be re- 
moved in this biting part of the operation. It should be 
mentioned that the eustachian cushion can be mistaken 
for lymphoid tissue, and this mistake should be avoided, 

All of the operation needs proper vision. Various op- 
erators use different methods to accomplish this. It does 
not matter what method is used so long as vision is ob- 
tained. I prefer the Lothrop retractor, but I have used 
others when it has not been available. It should be noted 
that all soft palates are not alike, nor are all nasopharyn- 
geal openings of like measure. Thus, some nasophar- 
ynges can be seen better than others; but the attempt 
should be made in all. It seems hardly necessary to add 
that all this condemns the swiping of the nasopharynx with 
a gauze-covered finger, a procedure still in common use. 
This manipulation is simple testimony to the laziness and 
carelessness of the operator who uses it. 

If an adenoidectomy is performed before a child is 
three years old, it is more than likely that a secondary 
adenoidectomy will be necessary a few years later. Even 
an older child with excessive lymphoid tissue at the time 
of a primary operation may subsequently require a sec- 
ondary adenoidectomy. If these conditions are present in 
children who have been operated by the examiner, it is 
reasonable and right to request the privilege of re- 
operation. 

This naturally brings up the question of secondary 
adenoidectomies. These are more difficult than the orig- 
inal. If one practices the procedures outlined above, it 
is amazing how often one sees infected lymphoid tissue 
bound down by scar tissue. No curet and no adenotome 
will remove this. It must be cut away, and it can best be 
done, in my opinion, with a proper biting forceps. This 
must be continued till all lymphoid tissue is removed. A 
secondary adenoidectomy often takes longer to perform 
satisfactorily than the primary one. 

One comforting thought to the operator who follows 
this technique is that he will have less postoperative 
bleeding from the nasopharynx. Most nasopharyngeal 
bleeding comes from incompletely removed lymphoid 
tissue. If one sees that the bleeding is stopped at the 
time of operation, on rare occasion will one have to stop 
a postoperative or secondary hemorrhage. This of 
course, does not include the tonsil area. 


USE OF A RADIUM APPLICATOR 
In any discussion of infected lymphoid tissue in the 
nasopharynx mention is usually made of the use of the 
radium applicator. It is mentioned here only to recom- 
mend the avoidance of its use. When its use became popu- 
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lar in the United States, I was overseas in military serv- 
ice. After 1 returned, I used a radium applicator for a 
period of about two years. Because I failed to obtain 
satisfactory results, 1 became convinced that its use for 
the elimination of infected lymphoid tissue in the naso- 
pharynx is ineffective. Since I have paid more attention to 
a complete adenoidectomy, my surgical results (post- 
operative inspection of the nasopharynx), the decrease 
in the incidence of ear infections, and the improvement 
in hearing in these patients have been gratifying. I have 
seen numerous five-year follow-up audiograms of chil- 
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dren who have been treated with radium, and in the ag- 
gregate, the hearing at the conclusion of this period 
showed no improvement over the pretherapeutic hearing 
test. I have not used a radium applicator for more than 
five years. I realize that there are physicians who hold 
an opposite view. Despite the possible harmful effects in 
the after years with the increased dosage now advocated, 
they continue to advocate the use of radium. There is no 
purpose, however, to a controversy in the matter since 
a carefully performed adenoidectomy abolishes the need 
for the use of radium. 








I was prepared in my discussion to refer to the his- 
torical items that Dr. Badger has already mentioned, 
particularly the fact that there is evidence that tonsil 
surgery was done 1,000 years B. C.* As I read this ac- 
count, it occurred to me that here we are, nearly 3,000 
years later, discussing the tonsil as a problem. I wonder 
if there is any other subject in medicine with so long a 
history, about which there is controversy today. That it 
is still a problem is obvious if one examines current 
medical literature. In the “Quarterly Cumulative Index 
Medicus” one finds that in the 10 years, 1942 to 1951 
inclusive, there have been listed an average of over 100 
papers per year concerning the tonsils and adenoids. 

That it was a problem before the days of modern 
surgical anesthesia and technique is not surprising. That 
it should be a problem today, except for the injection of 
the idea of the possible relationship of tonsil and adenoid 
surgery to the incidence of bulbar polio, is not so easily 
understood. It could be that the following two reasons 
suggest the responsibility for the controversial aspects of 
the tonsil and adenoid situation: 1. The indications for 
tonsil and adenoid surgery in the ordinary practice of 
medicine is determined through superficial observation. 
Compare it in a sense to the all-too-current practice 
today of the hasty prescription of antibiotics. 2. The 
regard for this surgery as a minor procedure seems to 
justify its attempted performance by many who have not 
acquired skill in working in this area. These also could 
be the reasons for the poor end-results from tonsil and 
adenoid surgery in terms of expected relief from the 
situation for which the surgery was advised, the inade- 
quate removal, and the morbidity associated with the 
operation. With these possibilities in mind, I would like 
to consider the aspects of this matter that apparently 
contribute to controversy by asking these three ques- 
tions: 1. What are the present-day indications for tonsil 
and adenoid surgery? 2. What constitutes an operation 
that is skillfully and thoroughly done? 3. What are the 
hazards to this surgery? 


PRESENT-DAY INDICATIONS FOR SURGERY 
Since I completed a residency at the Massachusetts 
Eye and Ear Infirmary 22 years ago, I have performed 
tonsil and adenoid surgery, or tonsil or adenoid surgery 
alone, on about 4,000 patients. A majority of these have 
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been in children. In relatively few instances has ade- 
noidectomy alone been performed. Rarely has adenoi- 
dectomy been done on an adult. Practically all of the 
children on whom I have operated have been referred 
to me by pediatricians. I believe that the level of pediatric 
practice is on a high plane in the city in which I work. 
This judgment is based on my observation of the intel- 
lectual curiosity these pediatricians exhibit and the con- 
tinued interest on the part of most of them in pediatric 
teaching and research. A majority of them would be 
classed as conservative; one or two might have radical 
ideas. Out of this experience, I am inclined to list the 
indications for tonsillectomy and adenoidectomy in three 
simple situations that are easily understood. I believe 
that the pediatricians with whom I work would agree 
with me. Two of these indications are well defined and 
probably are acceptable to most clinicians. These are 
repeated attacks of tonsillitis, and hypertrophy of the 
tonsil or adenoid to the extent of obstruction. 

In children who have several attacks of tonsillitis, the 
tonsils tend to enlarge; yet it is not uncommon to find 
very large tonsils in spite of a negative history for ton- 
sillitis. In adults who suffer recurrent attacks of tonsillitis, 
the tonsil may be of the small fibrous type, more or less 
continuously injected at the margins. When the palatine 
tonsil is hypertrophied to the extent of obstruction, it 
is usually very large. There is a nasal quality to the voice; 
mouth breathing is the rule; the child’s appetite is poor; 
and usually there is a history of a tendency toward fre- 
quent upper respiratory tract infection, often in the form 
of tonsillitis. In some instances this same picture is the 
result mostly of adenoid hypertrophy alone and the tonsil 
is relatively small. 

The third situation is not so clearly defined as the two 
indications just discussed. When there is continued evi- 
dence in a particular case that the tonsil harbors chronic 
infection as manifest by a purulent expression or exces- 
sive formation of caseous material, tonsillectomy should. 
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be considered. Then there is the concept of focal infection 
that has apparently undergone considerable clarification 
in recent years.* Extremes of thinking concerning this 
concept are not uncommon, but it is probably safe to say 
that a majority of the medical profession who treat dis- 
eases in which infection plays a role have a sane attitude 
toward this concept. This majority seem to reason that, 
when a disease in which infection may play a role exists 
and when evidence of persistent or recurrent infection 
is present in the tonsils, the surgical removal of this pos- 
sible source of infection is logical if the infection cannot 
be promptly eradicated with modern drug therapy. 


A SKILLFUL AND THOROUGH OPERATION 


I stated earlier in this discussion that the regard for 
this surgery as a minor procedure seems to justify its 
attempted performance by many who have not acquired 
skill in Working in this area. This performance on the 
part of the unskilled accounts for the fact that at least one 
in four tonsillectomies is not well done and one in two 
adenoidectomies is poorly performed. These errors in a 
more or less standardized technique are not so much the 
lack of knowledge of what should be done as a poor 
technique in doing it. It has been my observation that 
two circumstances contribute materially to these errors. 
One is that the operation is performed hurriedly, and the 
other is that there is a lack of clear illumination and 
visualization of the entire tonsillar fossa and of the naso- 
pharynx. 

A hurried technique often means inadequate hemos- 
tasis, and this in itself contributes to poor visualization. 
There seems to be a confidence on the part of some 
surgeons that bleeding vessels in a tonsillar fossa will 
contract, which confidence would be lacking with the 
same-sized vessel and degree of bleeding in an abdominal 
operation. Clear visualization of what is being done de- 
mands good hemostasis and good illumination. In many 
instances this illumination will only be obtained from a 
headlight or reflected light. The surgeon who depends 
on the overhead light of the operating room may find 
himself severely handicapped. This can contribute to a 
poorly performed operation. 

The most hurried part of the operation: has always 
been the adenoidectomy. I stated earlier that one-half of 
the adenoidectomies are poorly performed. The reason 
for this is that this surgery is done in an area that is 
difficult to expose. I was taught in my general internship 
to scoop out a central mass of adenoid, check the result 
with an examining index finger and let it go at that. When’ 
these maneuvers were completed, the patient was hur- 
riedly turned over on his side or face with the head low, 
so that he could bleed into a basin and not aspirate blood 
into his trachea. Since then, I have learned that it takes 
time and patience to perform an adenoidectomy well— 
it often requires 15 to 20 minutes or more—and that the 
technique requires a systematic procedure of planned 
scoops with an adenotome or strokes with a curet, then 
sponge pressure for hemostasis, then exposure of the site 
for visualization, and often the removal of more adenoid 
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tissue. Good hemostasis may require the application of 
hemostats and sometimes even sutures. A good adenoi- 
dectomy may require the use of special biting forceps, 
such as those designed by Meltzer, to remove hyper- 
trophied masses of lymphoid tissue from the lateral] 
pharyngeal wall and adjacent to the eustachian orifices, 
I subscribe to all that Dr. Hoople has said about the 
details of technique in removing lymphoid tissue from 
the nasopharynx. 


THE BEST TECHNIQUE 

The object of the operation is, of course, to accom- 
plish a complete removal of the tonsils and adenoids with 
a minimum amount of trauma and adequate (which 
means complete) hemostasis. Whatever method accom- 
plishes this for a particular surgeon must be considered 
to be the best technique. There was an era in which the 
so-called Sluder technique was popular. The original 
technique, I believe, called for deep nitrous oxide anes- 
thesia, a rapid guillotining of the tonsils, and an equally 
rapid scooping out of adenoid tissue. The elapsed time 
for the surgeon’s actual operative maneuvers approxi- 
mated a minute in the demonstrations that I have seen. 

I prefer-a guillotine with a medium dull blade for 
the removal of the soft tonsils of young children. It 
has the advantages of leaving a smooth fossa and pro- 
duces the minimum amount of trauma; however, its use 
does not shorten the time of operation when good hemos- 
tasis is obtained after the removal of each tonsil. There 
also may be the matter of removing a prominent plica 
triangularis, which may have to be done with scissors 
or snare or both, with additional attention to hemostasis. 
Sometimes, too, a remnant of actual tonsil is left because 
the guillotine cuts across a prominent nodule or misses 
an adherent portion of the tonsil at the upper pole or at 
the base. These may be overlooked with the “super- 
speed” technique.® It is certain that adenoidectomy can- 
not be adequately done in many instances when there is 
speed and no careful inspection after hemostasis. 


HAZARDS OF OPERATION 

I once knew a pediatrician who stood far to the left 
in his antipathy toward tonsil and adenoid surgery. 
When a mother asked about the possible need for this 
surgery in her own child, this pediatrician could effec- 
tively halt her inquiry by saying, “Mother, do you know 
how many children died in this country last year from 
tonsil operations?” I might further qualify this particular 
pediatrician’s judgment by adding the information that 
he administered cold vaccine to most of his patients who 
were subject to upper respiratory tract infections. 

There has been mortality from tonsil surgery. Dr. 
Badger has already emphasized that. Occasionally I hear 
of such a tragedy in my community or in the state. In 
some instances it is due to the anesthesia, in others to 
hemorrhage. I have often heard the nurse anesthetist 
remark that the most difficult anesthetic to give and man- 
age well has been the one for tonsil and adenoid surgery. 

The advent of intratracheal anesthesia and the tech- 
nique that has developed for this have, I know, eased 
my concern over the anesthetic in that there have been 
eliminated any periods of embarrassed respiration and 
anoxia, and the control of secretion or any blood-in the 
trachea is made very easy and certain. 
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The two objections to this method of administering the 
anesthetic have been the possibility of trauma to the 
vocal cords and the fact that the presence of the tube 
produces an obstacle to work around. We have found 
that selection of a tube of the proper size—one that does 
not fit tightly into the glottic space, and one that is made 
of an inert material, plus its introduction without trauma 
—eliminates any laryngeal reaction. There are adapters 
for its connection that allow a positioning of the tube to 
one side or other of the mouth so that it is practically 
out of the way (fig. 1 and 2). 
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Fig. 1—Popular form of intratracheal tube with adapter connections 


With these advantages, control of the anesthetic 
should never be a problem. The nurse anesthetist experi- 
ences little difficulty in learning the management of the 
anesthetic through a tube. Dr. Ralph Knight, president 
of the American Society of Anaesthesiologists, has often 
made the statement that a surgeon who cannot insert an 
intratracheal tube should not be doing tonsil surgery. 


Hemorrhage from tonsillectomy or adenoidectomy 
occurring within the first day of operation is more often 
the result of inadequate hemostasis at the time of surgery 
than any unusual situation related to the patient, or the 
condition of his tonsils and adenoids. Often, inadequate 
hemostasis means carelessness, speed, or lack of skill 
and experience. Slight bleeding about a week following 
the surgery is not uncommon, in my experience, and in 
most instances needs no special treatment. It is said to be 
the result of the separation of the membrane which nor- 
mally coats the fossae, or in the nasopharynx to localized 
infection, or the separation of sutures. 


In recent years a new hazard has been publicized— 
the vulnerability to poliomyelitis. Much has been written 
about this, some of which is controversial. It is not within 
the purpose of this discussion to consider the pros and 
cons of this controversy. It has been my contention that 
tonsil and adenoid surgery should be avoided in the pres- 
ence of an epidemic of any disease. In recent months a 
new angle to this relationship has been stated to the effect 
that anyone of any age is more vulnerable to polio- 
myelitis and particularly to bulbar form if his tonsils and 
adenoids are missing.* This is said to be true even though 
the tonsils and adenoids had been removed several years 
previously. 

The first two hazards can be overcome by obvious 
means. The third, if time proves it to be one, will pass 
when poliomyelitis is controlled. Until then the indications 
for tonsil and adenoid surgery will undoubtedly receive 
the more thoughtful consideration that is justified and the 
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clinician will weigh the advantages in the total health 
picture against what hazards are faced when the opera- 
tion is skillfully done with the full advantages of modern 
anesthesia. I suspect that since there seem to have been 
some advantages to the surgical treatment of tonsils for 
approximately 3,000 years, these advantages will con- 
tinue in properly selected cases until all of the problems 
of upper respiratory tract infection and their sequelae are 
eliminated. 
SUMMARY AND CONCLUSIONS 

Surgery of the tonsil, discussed for nearly 3,000 years, 
is still controversial, probably first because the indi- 
cations for its surgical treatment are often based on 
superficial observation and secondly because there is a 
morbidity and even mortality associated with it, because 
it is attempted by many who have not acquired skill 
through training and experience in working in this area 
Tonsillectomy and adenoidectomy is justified in cases of 
repeated attacks of tonsillitis or adenoid infection, hyper- 
trophy to the extent of obstruction, and when there is 
evidence of persistent chronic tonsillar or adenoid infec- 
tion. A clean tonsillar fossa with the minimum of trauma 
to the pillars and muscular bed and thorough hemostasis 
are the marks of a skillful, carefully performed tonsillec- 
tomy. A thoroughly performed adenoidectomy requires 
good exposure of the nasopharynx, time, hemostasis, and 
visualization of the end-result. The hazard of hemorrhage 
is minimal if care and thoroughness are used. The anes- 
thetic risks of periods of anoxia, uncontrolled aspiration 
of secretions into the lung, and other anesthetic hazards 
are practically eliminated with the best modern intra- 
tracheal method. The hazard of increased susceptibility 





Fig. 2.—Intratracheal tube connected with anesthesia source. Because 
this connection is mobile and can be placed in either angle of the mouth, 
there is little interference from the tube in the area in which the surgeon 
works. 


to bulbar poliomyelitis and of the greater possibility 
of death if the disease is contracted “call for sober 
judgment with regard to the desirability of tonsil removal 
except for excellent clinical indications. The nonremoval | 
of tonsils may be as hazardous to a person or more so 
than their removal, for the chance of contracting polio- 
myelitis in a clinically recognizable form is not great.” * 
90 S. 9th St. (2). 
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The defense of the United States is ultimately the re- 
sponsibility of its citizens. Today sound war plans that 
can be quickly and skilfully executed are musts for suc- 
cess in modern conflict. In a republic, however, the atti- 
tudes of the people determine the strength or the effective- 
ness of the national preparations. Physicians have a large 
stake in these efforts. To achieve reasonable degrees of 
medical preparedness the mutually interdependent in- 
terests and the roles of the Army Medical Service and the 
health professions must be fully utilized. It is, therefore, 
timely and the objective of this essay, within limitations 
of security, to acquaint the medical body politic with the 
Army Medical Service plans that specifically deal with 
the reserve program and to suggest how the organized 
profession and the individual physician can assist in 
this important business. There must be neither intellec- 
tual nor physical blocks to prevent the fullest support of 
the Army Medical Service Reserve. 

Facts without sugar coating, such as those contained 
in the recent paper by Moseley,' are illuminating. He has 
given a practical review of the current military medical 
effort, discussed the theoretical considerations of the 
“one military medical service” concept, pointing out its 
fallacy, has outlined in some detail the military require- 
ments for physicians, and has commented on their varied 
employments. The readers of this paper will feel easier 
about professional utilizations should there be an all-out 
mobilization in the future. Another positive comment 
bearing directly on the thesis of our paper was a state- 
ment in the July, 1953, message of the President of the 
American Medical Association? on responsibilities of 
the physician in military medical matters. He invited sug- 
gestions to permit the effective fulfilling of the obliga- 
tion of the organized profession. 


MISSION 


The guide to military planning is the mission, and, in 
the Armed Forces Reserve Act of 1952,*° public law 
(PL) 476, the Congress stated the mission of the Re- 
serve as follows: 


Section 201a.—The Congress hereby declares that the reserve 
components of the Armed Forces are maintained for the pur- 
pose of providing trained units and qualified individuals to be 
available for active duty in the Armed Forces of the United 
States in time of War or National Emergency, or at such other 
time as the National Security may require, to meet require- 
ments of the Armed Forces of the United States in excess of 
those of the Regular components thereof, during and after the 
period needed for the procurement and training of additional 
trained units and qualified individuals to achieve the planned 
mobilization. 





Surgeon General (Major General Armstrong) and Special Assistant to 
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Detailed plans for the employment of the Reserve 
Forces of the Army (the National Guard of the United 
States and the Army Reserve) have stemmed from this 
statement of mission. 


PERSONNEL 


Public law 476 also contains sound organizational and 
administrative directives that provide for the orderly 
operation of the reserve system in peacetime, furnish 
guidance for the correcton of most deficiencies of earlier 
programs, and enhance the mobilization potential of this 
civilian element. To be effective, this Medical Reserve 
Force program requires active men in substantial num- 
bers that it currently does not have. On examination, 
the means for procuring officers and enlisted men con- 
sist of a combination of voluntary and legal devices. This 
latter was authorized in public law 51, 82nd Congress. 
“The Universal Military Service Act,” and requires that 
all enlisted men and those physicians, dentists, veteri- 
narians, and certain other specialist personnel, who, sub- 
sequent to June 19, 1951, were less than 26 years of age 
on entering service and who have served two years on 
active duty, are obligated for six years’ reserve service. 
Enlisted persons with an obligation now total several 
hundred thousand, and, although there is but a handful 
of officers presently, their numbers will increase as time 
passes. The obligatory procurement feature is weak be- 
cause the law contains no real means of enforcement. 
The failure of the vast majority of this group of young 
men to recognize their reserve obligation or to participate 
in an active capacity constitutes a threat to national se- 
curity and an avoidance of personal responsibility that is 
frightening. Affirmative action by highest authority is 
long overdue, and forthright measures must be employed 
if the reserve, as presently constituted, is to be saved. 

The largely voluntary officer corps has suffered severe 
losses in the past five years because of retirements for 
age and physical deficiency and resignations prompted by 
press of business. The procurement of medical and dental 
corps reserve officers by voluntary means for inactive 
duty service has further lost ground since 1950, because 
the “Doctor Draft” act has utilized nearly 100% of the 
earlier source of officer recruits. After return from serv- 
ice, most of these men refuse to have any part of a mili- 
tary program, save in an all-out emergency. Unfortu- 
nately serious additional losses have resulted from failure 
to accept the indefinite term commission provided in 
the Armed Forces Reserve Act by many morally ob- 
ligated to serve. Perhaps these losses can be attributed 
to poor motivation, fear of recall, and selfishness or 
apathy. The Army is to blame for other defections be- 
cause of unfortunate promotion programs, some bad per- 
sonnel policies rigidly enforced, and unrealistic training. 
These and the unfortunate frequent fluctuations of the 
troop basis during 1950 and 1951, causing the inactiva- 
tion of units, have caused additional defections. The 
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events just cited are products of the “cold war” and re- 
flect the instability of earlier higher level policies. Cor- 
rection is at hand, however, because the reserve of all 
arms and services has now been reduced to a “hard 
core” that generally has a high morale and is deadly se- 
rious about its job. In general, with the application of 
valid policies and with but little supplementation of per- 
sonnel and encouragement, the units and persons now 
on hand could quickly provide the basis for an effective 
force. 

The Department of the Army has, through the appli- 
cation of realistic regulations and programs during 1952- 
1953, corrected most of the personnel and organizational 
defects already mentioned. For example, promotion 
boards were convened in all parts of the country during 
the summer of 1953 to consider officers on active duty, 
as well as those not in active service, for reserve advance- 
ment under public law 476. The troop program has been 
made firmer to eliminate the morale-shattering fluctua- 
tions. Training, while still in need of recurrent reexamina- 
tion for validity, is improving month by month. 


TRAINING 


The training programs since the end of World War II, 
particularly those for the professional specialists, have 
been a source of great discontent to those who partici- 
pated; hence the correction of this inadequacy deserves 
a little extra comment. The Surgeon General’s approach 
to the modification of professional training programs 
was fully supported by the studies of two Department of 
Defense committees that conducted surveys of medical 
reserve matters. The Middleton Task Force,‘ a civilian 
body that met during late 1949 and early 1950, surveyed 
armed forces medical reserve programs and submitted 
recommendations that assisted the Army greatly in the 
redirection of its over-all activities. A second committee, 
consisting of civilian and military members,° was con- 
vened at Department of Defense level in the spring of 
1952 to assess the training programs of the medical re- 
serves of the armed forces. The findings and recom- 
mendations of this committee resulted in Department of 
Defense Directive 1215.4 on Nov. 26, 1952, to the secre- 
taries of the Army, Navy, and Air Force. The grouping 
of medical service reserve career areas into command 
and staff on the one hand and professional on the other 
was recognized and affirmed thus giving support to an 
earlier view taken by one of us (J. B. M.)® postulating 
the development of reserve career patterns and their use 
as a basis for the preparation of reserve training pro- 
grams. In conformity with this concept, the directive re- 
quired the incorporation of appropriately designed 
courses for professional specialists to supplement the 
otherwise generally adequate reserve instruction in each 
medical service. The responsibilities of the Surgeons 
General and their opposite numbers, at lower echelons 
of command, for planning and supervision were greatly 
enhanced by this directive. 

The spirit and letter of the directive have been com- 
piled within the Army by the development of a course of 
instructions to be known as “‘Military Medicine, phase 1,” 
which becomes operative this fall. The program was con- 
ceived in the Surgeon General’s office, while the details 
of the schedule, the assembling of supportive text ma- 
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terial, together with the preparation of a guide to insure 
a maximum degree of local program planning was ac- 
complished under the direction of the Commandant, 
Army Medical Service Graduate School. The Command- 
ing General, Army Field Forces, approved the program 
early in August and directed distribution to medical re- 
serve units and to medical branches of U. S. Army Re- 
serve schools. These latter elements are vehicles for the 
instruction of reservists who are not members of units. 
The topics included in the master schedule are shown 
in the table. Phase 2 of the course in military medicine 
and material for other corps will be issued later. The 
phase 2 program will be designed to acquaint profes- 
sional personnel in medical staff and command matters 
in major medical headquarters and in duties of con- 
sultants and chiefs of section or service in military hos- 
pitals. The professional programs, such as have been 
cited, should breathe life into a most important segment 


Master Subject Schedule 


Annex 
No. Title of Subject Hours 

1 Some General Aspects of Military Medicine............ 15 
2 Milestones in Military Medicine....................0008 5 

3 Medical Aspects of Selection, Assignment, and Utiliza- 
tion of Manpower in the Military................e00 19 
4 IN scare wiehecddecsiiecercesbess tenants 12 
5 os cokiis cca ychiteenseuukhheend andbuse 10 
6 ERE EE ee ae ee ene 85 
7 Environmental Diseases and Injuries................. 9 
8 Preventive Medicine and Epidemiology................ 5 
9 EE I cniccticsnseceussisddotissksbnsdbiextaws 10 
10 I III, dnt wt.0nhsesdanensednedipeseiek oatbeuet 12 
11 Virus, Rickettsial, Bacterial, and Respiratory Diseases 15 
12 IE nnn tkbsntdeanedhescevdedbdanetedidectiices 3 
13 Early Management of Battle Casualties.............. 10 
14 Local Complication of Wounds.................0ec00- y 

15 Specific Consideration of Regional Surgery—Neuro- 
CE 600 000000005850 00000800000000000800000000066008 9 
16 ET INE, 6 ces avacscokseeisesebcorceousveces 2 
17 cis cin vnenecagwaabeddebsonscdbebencnes 8 
18 BS SIE ORD ai at Ee et eR a 10 
19 Salsa co bisaanks ckcdwandiulcserbasuee deen 2 
20 I Sard Plan uk wigt sunsa cnn eediedenakeces nhs eke 10 
21 EE Fg inital a wide eines iweeedaees 9 
22 hae nc nani eas asbhsickeiucwvessaseends 15 
23 haa cackipvessnnehtsduneesevadsteh ens dos 18 
NS Sick gh b cna ac pinbabhene wie isaiaeeeeek 247 


of the program, reawaken interest in those who have be- 
come inactive, and attract officer recruits. It is to be re- 
membered that, in a mobilization, medical corps officer 
requirements for staff, command, and logistics are in the 
order of one to four with needs for professional per- 
sonnel. 
TROOP UNITS 

It is pertinent to consider the troop units that are the 
strong right arm of any military program. The medical 
reserve troop program has been developed, as a portion 
of the Army Medical Service Mobilization Plan, to mesh 





4. The Middleton Committee consisted of W. S. Middleton, M.D., 
chairman; W. McK. Craig, M.D.; J. Randolph Lovelace, M.D.; C. Ray- 
mond Wells, D.D.S.; and James B. Mason, M.D. 

5. Committee on Medical Reserve Training, Reserve Force Policy 
Board, Office, Secretary of Defense, was authorized in March, 1952. The 
membership consisted of chairmen, (first) Brig. Gen. A. H. Schwichtenberg, 
(MC), U.S.A.F.; (second) Brig. Gen. J. O. Gillespie (MC), U.S.A., and 
(third) Brig. Gen. A. R. Gorby (MC), U.S.A.; members, Col. J. B. Mason 
(MC), Army of the United States; Capt. M. H. Porterfield (MC), U.S.N.R.; 
Col. A. L. Streeter (MC), U.S.A.F.; F. B. Berry, M.D, New York; and 
G. O. Broun, M.D., St. Louis; and a recorder without vote. 

6. Mason, J. B.: Career Patterns for the Medical Reservist, Mil. 
Surgeon 108: 369-372 (May) 1951. 
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smoothly and in appropriate priorities with the troop list 
of the active Army in the event of mobilization. In like 
fashion the reserve troop list and priorities would be fol- 
lowed by the units required after both active Army and 
Reserve Force units have been called up. This latter force 
is termed the Army of the United States (A. U. S.) phase 
and will be cited below in connection with one-time af- 
filiated units. 

The troop list contains in appropriate numbers the 
various headquarters units (hospital center, group, and 
battalion headquarters), hospitals (1,000-bed general, 
station, evacuation, field, mobile surgical, and convales- 
cent centers), and other combat and service support 
units. Over 80% of the troop units have been organized, 
although in far too many instances units are woefully 
short of personnel due to lack of local support. In 1952, 
the Army Medical Service in conjunction with the Na- 
tional Guard Bureau inaugurated a pilot program to as- 
certain the feasibility of organizing close division support 
hospitals (evacuation and surgical hospitals, mobile 
army) in the National Guard of the United States. Pre- 
liminary reports indicate substantial interest by the Na- 
tional Guard. If expanded, the program would benefit 
the states, furnish additional strong units for the med- 
ical troop list, and provide added career features for 
medical officers in the National Guard. All physicians 
should be fully aware of the even greater need for their 
support of the organic medical units of National Guard 
and Army Reserve divisions. 

General hospitals affiliated with medical schools or 
large civilian hospitals provided very substantial sup- 
port for the Army hospital programs in World War I 
and II. Although invited to reestablish units in the re- 
serve at the end of World War II, very few of these insti- 
tutions would participate because of the large amount 
of administration and time required for training by staff 
members. In 1952, the Army developed a fresh ap- 
proach to the problem, inviting the institutions to fur- 
nish only key professional staff for general hospitals to 
be employed in case of war, in the Army of the United 
States phase. Where appropriate the old world war num- 
ber would be again assigned. This plan did not require the 
development of an organization, the conducting of train- 
ing programs, or the appointment of reserve officers. Cur- 
rently, a high percentage of former sponsors have 
accepted thus making substantial contributions to long- 
range medical plans. 

COMMENT 

The historic position of the United States citizen is, 
in the main, one of abhorrence to service in the armed 
forces in peacetime. The rise of this country to leader- 
ship in the world community and the aggressive spirit of 
our enemy, who probably possesses both fission and 
fusion nuclear weapons, have added additional and grave 
responsibilities for its citizens. The security of the United 
States and the free world requires that the time-honored 
stand in military matters be reexamined in the light of 
this new status. Since the very beginnings of the nation, 
the active Army has formulated plans, and their execu- 
tion in time of war has been largely accomplished by the 
civilian elements. Never again can this country afford the 
luxury of completing major plans after a war-has started, 
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because there is no friendly nation strong enough to 
serve as a shield while the United States mobilizes. The 
catastrophe of a lost war would surely eliminate the 
American way of life! It is prudent, therefore, for the 
medical body politic to take a hard, realistic look at its 
peacetime responsibilities in long-range security plan- 
ning. This long-range planning, as related to Reserve 
Forces, indicates completed positive action in severa| 
areas. 

First, the Congress has provided a strong legal frame- 
work on which to erect a reserve edifice, if the lamentable 
picture with respect to active participation by those with 
a reserve obligation is excluded. Second, the Department 
of Defense and the Department of the Army, as pertinent, 
have developed valid Reserve Force programs and have 
issued workable policies and regulations. Third, the Army 
Medical Service through positive leadership has put real- 
ism into its reserve program. In addition, the more effec- 
tive operation of the medical service by the wise inclu- 
sion of lessons of World War II and the Korean War into 
policy, regulatory and operational features of war plans 
have been assured. 

CONCLUSIONS 

It seems eminently clear from what has been set forth, 
that the Medical Reserve program has been well con- 
ceived and that provisions for its conversion into an ef- 
fective military agency could be assured, provided solid 
support is forthcoming from the medical profession. 

There are three areas in which organized medicine and 
the physician can be of great assistance. First, it must be 
recognized that the current world unrest will probably 
last for a long time and that a strong Army Medical Re- 
serve Force is a must for the foreseeable future; this 
will mean hard work and sacrifice by all physicians. Un- 
der the Armed Forces Reserve Act, physicians with pre- 
vious military service have wide choice in determining 
the degree of activity in which they wish to participate. 

Second, physicians, as citizens, have a responsibility 
for national defense as it relates to Medical Reserve 
Forces. Physicians should support the country’s defense 
by explaining the security needs of the nation to their 
patients and others in day-to-day conversations. In addi- 
tion, within their own professional circle, they must by 
word and deed assist in creating an atmosphere of con- 
fidence in medical defense matters among the younger 
physicians. 

Third, there must be greater physical participation by 
physicians in every unit requiring Medical Corps officers. 
The time devoted to this security effort should be put at 
the top of the list of extracurricular activities by every 
physician 45 years of age or younger. The requirement 
for personnel in local medical units can be readily se- 
cured from unit commanders by the military affairs com- 
mittees of the county medical societies. This committee 
with the backing of the total membership should assist 
unit commanders in the procurement not only of medical 
officers but of other officers, nurses, dentists, veterinar- 
ians, and Medical Service Corps and enlisted men. Med- 
ical branches of Army Reserve schools, as well as reserves 
of one or both sister services—Navy or Air Force—need 
this vital push to bring the unwilling and the apathetic to 
do their duty. The alternative to serving and a willing 
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support of the Reserve Forces program by the medical 
profession can only mean the eventual withering to inef- 
fectiveness of this civilian component. 

There will surely be some who disagree violently and 
who will write seething letters of protest. This is healthy 
and a right of free Americans, but it is well for these per- 
sons to remember that the hazard of losing cherished 
rights and advantages has never been greater since Revo- 
lutionary days. Resolute and collective support for the 
medical reserve program from the grass roots is a must 
and it must come now! The Army Medical Service has 
done and will continue to do its part. It’s your Army! It’s 
your country! 
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MULTIPLE EPISODES OF CARDIAC ARREST 
REPORT OF A CASE 


Brooke Roberts, M.D. 
Truman G. Schnabel Jr., M.D. 


and 


I. S. Ravdin, M.D., Philadelphia 


Successful restoration of cardiac function on four 
separate occasions in a single patient over a 10 day 
period following long periods of circulatory cessation 
seemed sufficiently unusual to warrant reporting. Of 
additional interest is the fact that at least two of these 
episodes were associated with ventricular fibrillation, 
and all attempts to prevent their recurrence were unsuc- 
cessful. 

REPORT OF A CASE 


A 68-year-old housewife was admitted to the hospital 
of the University of Pennsylvania on Oct. 22, 1952, for 
closure of a transverse loop colostomy. In June, 1952, an 
operation performed elsewhere for diverticulitis had resulted 
in the formation of multiple pelvic abscesses. At the time of 
operation, it was necessary to remove approximately three- 
fourths of her small intestine and to perform a transverse loop 
colostomy. Subsequently diarrhea developed, with 5 to 10 
stools a day, and her weight fell from 130 to 100 Ib. (59 to 
45.4 kg.). The transit time from mouth to colostomy was 30 
minutes. A high caloric diet and blood transfusions were only 
slightly beneficial to her general condition, and it was felt that 
closure of the colostomy would decrease diarrhea and alleviate 
her problem considerably. 

Her history revealed that at the age of 8 she had had chorea 
and as a child had many sore throats. In 1938 she had been 
treated with rest and digitalis because of “nerves.” At the 
time of admission she stated she had some precordial pain on 
exertion and mild ankle edema after prolonged periods of 
standing. 

Physical examination revealed her to be a cheerful but 
emaciated woman in no acute distress. Her blood pressure was 
140/84 mm. Hg and her pulse 96; her temperature and respira- 
tions were normal. Her skin was loose and dry. An arcus 
senilis was present bilaterally, and fundoscopic examination 
showed arteriolar narrowing of the retinal vessels. Cardiac 
examination revealed the apex beat to be in the fifth inter- 
space, 8 cm. from the midline. There was a soft apical systolic 
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murmur and a split mitral first sound. The rhythm was regular, 
with an occasional extra systole. There was no venous disten- 
tion. The chest was clear. A colostomy was present in the 
right upper quadrant. Rectal examination revealed some firm- 
ness in the cul-de-sac. 

Laboratory studies revealed a hemogloblin level of 55% and 
a leukocyte count of 5,500. Her serum protein level was 5.9 gm. 
per 100 cc., and urinalysis revealed no abnormalities except 
for the presence of 8 to 10 leukocytes and 1 to 3 casts per high 
power field (noncatheterized specimen). 

After transfusion of 1,500 cc. of whole blood, her hemo- 
globin level rose to 83%. Preoperatively a thin membrane 
that had re-formed between the limbs of the colostomy was 
broken down again. On Oct. 31, 1952, an intraperitoneal 
closure of her colostomy was accomplished under spinal anaes- 
thesia. The procedure was tolerated well, and she returned 
to her room in good condition. 

Postoperatively she seemed to do satisfactorily but, because 
of nausea, suction drainage was continued for two days. On 
the day after operation chemical studies revealed a serum 
chloride level of 80 mEq. per liter and a carbon dioxide content 
of 32 mM. During the next 36 hours, she was given 3,500 cc. of 
saline solution intravenously and by Nov. 2, 1952 (her second 
postoperative day), she felt considerably stronger. On Nov. 
3, 1952, she started passing gas from the rectum. Chemical 
studies on that day revealed a serum chloride level of 92 
mEgq., carbon dioxide 34.2 mM., sodium 144 mEq., and potas- 
sium 2.7 mEq. 


First Cardiac Arrest—On the morning of Nov. 4 her status 
seemed good and oral administration of fluids was started. Her 
temperature and respiration were normal, and her pulse was 
84. While sitting in bed talking, she suddenly began to have a 
convulsion. The convulsion was generalized, and upon its 
cessation she was apneic and pulseless. When seen four minutes 
later by an intern, she appeared moribund. He struck a sharp 
blow on the precordium, with a resultant immediate resumption 
of respiration and return of her pulse. Administration of 
oxygen was started, and within several minutes her blood 
pressure was 100/50 mm. Hg and her pulse and respirations 
were regular, but she remained unconscious. Fifteen minutes 
later, her pulse became grossly irregular, her blood pressure 
fell to 50/30, and Cheyne-Stokes respiration developed. Then 
45 mg. of ephedrine were given intravenously, and her blood 
pressure rose to 90/50. An electrocardiogram taken at this 
time (see figure) showed auricular fibrillation and ST segment 
depression in all chest leads. It was interpreted as being in- 
dicative of diffuse myocardial ischemia and anoxia. These 
changes, it was thought, might be due to myocardial infarction, 
pulmonary embolism, or merely severe anoxia. 

Two hours following the convulsion, spontaneous motion 
was first noted in her extremities. Four hours following the 
seizure, her blood pressure had risen to 178/90 and then 
gradually returned to her normal level of 130/70, with a 
regular but rapid pulse. Twelve hours after the episode, she 
was talking but seemed confused. During this 12 hour period, 
she was given 1,000 cc. of 0.6% potassium chloride, with 
0.425% sodium chloride and 1,500 cc. of 5% dextrose in 
water. Heparin was given because it was thought that she had 
had a coronary occlusion or pulmonary embolus. 

On the following morning, Nov. 5, 1952, she showed further 
improvement and could answer most questions. Her pulse was 
regular at 80, and her blood pressure 140/60. She had no chest 
pains. An electrocardiogram showed less depression of the ST 
segments and was interpreted as showing evidence of recovery 
from diffuse myocardial anoxia. Oral feedings were again 
instituted. Her condition seemed good during the next few 
days, but her memory for recent events was somewhat clouded. 

Second Cardiac Arrest.—On the morning of Nov. 9 (five days 
after her initial cardiac episode) the second attack occurred ‘ 
while she was drinking a glass of milk. She suddenly be- 
came rigid, and again her pulse was unobtainable and her 
respirations ceased. This time a blow on the chest by her nurse 
was ineffectual, so administration of artificial respiration and 
oxygen by inhalation was started immediately. Five minutes 
later an intern reached the bedside and struck the chest with 
his fist, and again her pulse and respiration were restored. 
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After resumption of cardiac activity, the patient was hypo- 
tensive. Arterenol intravenously was therefore utilized to main- 
tain a relatively normal blood pressure. An electrocardiogram 
taken soon after this episode showed some ST segment depres- 
sion and T-wave changes that were little different from the 
electrocardiogram taken four days previously. Auricular fibril- 
lation was present. The possibility of the electrocardiographic 
changes being due to electrolyte imbalance was raised at this 
time. 

After this attack she was unconscious for four hours. When 
consciousness was regained, the blood pressure was 100/60 and 
the pulse was again regular. On the following day, Nov. 10, 
1952, she was mentally alert. Her pulse was regular, with an 
occasional extrasystole. There were no signs of cardiac failure. 
Oral feedings were instituted and were associated with five 
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Electrocardiographic tracings of woman who had multiple episodes of 
cardiac arrest. The upper nine leads were taken one hour after the initial 
attack. The generalized ST depression and the prolonged QT interval can 
be seen. The serum potassium level at this time was 2.5 mg. per 100 cc. 
The lower three leads were taken 24 hours after the fourth attack. The 
QT interval is still prolonged, but the ST depression has disappeared. 
The serum potassium level was 4.7 mg. per 100 cc. (The electrocardiogram 
was retouched for reproduction.) 


loose stools during the day. Chemical studies showed a serum 
chloride level of 91 mEq., sodium level of 138 mEq., carbon 
dioxide content of 40.5 mM., and potassium level of 2.5 mEq. 
Because of the diarrhea and low serum potassium, she was 
given 1,000 cc. of 0.6% potassium chloride with 0.425% sodium 
chloride intravenously. Administration of heparin was continued. 


Third Cardiac Arrest.—On the morning of Nov. 12 her third 
episode of cardiac dysfunction and respiratory arrest occurred. 
Despite several blows on the chest that resulted in one or two 
heart beats, she remained otherwise pulseless and apneic for 
approximately 10 minutes. Nasal administration of oxygen, 
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however, had been started immediately, and during the latter 
half of this period mouth-to-mouth respiration was employed, 
The chest was then opened through the fourth left interspace 
and cardiac massage started. The heart was found to be jn 
ventricular fibrillation. While cardiac massage was carried out 
and oxygen administered by mask and bellows, she was taken 
to the operating room. There 1,000 cc. of blood were given 
intravenously under pressure, and after manual massage had 
been carried out for at least 25 minutes and following the 
second series of electric shocks with a defibrillator, an effec- 
tive rhythm was restored. The chest was then closed. She re- 
sponded surprisingly rapidly, and by early afternoon was 
awake and recognized other persons. Her blood pressure was 
then 120/70, and her cardiac rhythm regular. Chemical studies 
done immediately after this last episode showed her serum 
chloride level to be 90 mEq., carbon dioxide 30 mM., sodium 
level 141 mEq., potassium level 2.4 mEq., and calcium level 7.8 
mg. A dose of 500 mg. of procaine amide (Pronestyl) hydro- 
chloride every fourth hour was given intramuscularly but was 
discontinued at midnight because of a falling blood pressure, 
During the evening, her blood pressure dropped to 80/55 and 
remained low for the remainder of the night. During the nigt 
she received a liter of 0.6% potassium solution and 10 cc. of 
10% calcium gluconate intravenously. This was repeated the 
following morning. 


Fourth Cardiac Arrest—On Nov. 13, despite hypotension, 
400 mg. of procaine amide every fourth hour was again given 
intramuscularly because of the development of premature beats 
of ventricular origin. In addition, 4 cc. of arterenol were given 
in an intravenous drip rapidly enough to maintain her systolic 
pressure at 100 mm. Hg. Four hours after the last dose of pro- 
caine amide and two hours after administration of arterenol 
was Started, her fourth episode of cardiac arrest occurred. Her 
chest was opened three minutes following the onset of the 
attack, and her heart was again found to be in ventricular 
fibrillation. One minute after institution of cardiac massage 
and without the use of drugs or electrical defibrillation, her 
heart began to beat effectively. While cardiac massage was 
being carried out, she actually regained consciousness. She 
was again taken to the operating room, and her chest then was 
closed after induction of anesthesia with cyclopropane and 
ether. During the operative procedure 500 mg. of prcecaine 
amide were given intravenously to control the numerous ven- 
tricular extrasystoles. One hour later ancther 400 mg. of pro- 
caine amide were given intravenously. Because of persistent 
hypotension, arterenol was again used intravenously and at 
the same time, because of runs of ventricular extrasystoles, 
400 mg. of procaine amide were also given intravenously. Sub- 
sequently she was given 0.6 gm. of quinidine, which resulted 
in marked widening of the QRS complexes but no decrease 
in the number of ventricular extrasystoles. Two and one-half 
hours after the use of arterenol and shortly after the use of 
quinidine, the patient became pulseless. Spontaneous respira- 
tion, however, continued, and she remained conscious. The 
electrocardiograms showed ventricular tachycardia to be 
present. In an effort to revert this arrhythmia to a normal 
cardiac rhythm she was given in succession intravenously, 
1/150 grains (0.4 mg.) of atropine sulfate, 0.5 gm. of mag- 
nesium sulfate, and another 100 mg. of procaine amide, but 
the tachycardia persisted. One-half hour after the onset of 
tachycardia, 500 cc. of a 1.2% solution of potassium chloride 
were infused rapidly. One-half an hour later, the rhythm 
changed back to one in which the AV node appeared to be 
the pacemaker, and her blood pressure then gradually rose 
during the night to a level of about 80/60. 

During the 24 hour period ending at 7 a. m. on Nov. 14, 
1952, she received a total of 5,950 cc. of fluids intravenously, 
2,000 cc. of which were in the form of whole blood. Her 
urinary output for this period was 110 cc. Although slightly 
incoherent, she was fully conscious. Chemical studies revealed 
the following values: 94 mEq. of chloride, 142 mEq. of 
sodium, 4.7 mEq. of potassium, 8.8 mg. of calcium, 28.8 mM. 
of carbon dioxide, and 28 mg. of urea nitrogen per 100 
cc. Gradually during the day, her blood pressure fell to 
60/40, and she became more confused and agitated. On the 
morning of Nov. 15, her urinary output for the previous 24 
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hour period had been 60 cc. Because of the hypotension and 
consequent Oliguria, ephedrine was again given by drip in spite 
of its hazards in an attempt to raise her blood pressure. Two 
hours after the institution of this therapy, her blood pressure 
rose to 120/70, her pulse rate was 80, and respiration 16. Dur- 
ing the next 24 hours, her blood pressure was maintained at 
120/80. Every four hours 400 mg. of procaine amide were 
given to reduce the irritability of her heart. Oral feedings were 
again instituted. During this 24 hour period her urinary output 
rose to 195 ce. 

On the morning of Nov. 16, her blood pressure was 120/80 
and her general condition seemed fair. Her blood urea nitrogen 
level was 47. The dose of procaine amide was decreased to 250 
mg. every sixth hour. At this time it was first noticed that her 
vision was poor. Attempts to visualize her eyegrounds were 
unsuccessful. Numerous rales were noticed in her chest. 

By the morning of Nov. 17 we were more encouraged, as 
she had passed 500 cc. of urine during the previous 24 hour 
period, and her blood pressure remained at 120/80, her pulse in 
the 90’s and her respirations around 26. At 9:35 a. m. on that 
day, however, she had another sudden ep'sode and died without 
further resuscitative measures being attempted. 

Autopsy Report—An autopsy was performed with the fol- 
lowing significant findings: In the thorax there was a “moder- 
ate amount” of straw-colored fluid in the right pleural cavity. 
The left pleural cavity contained cloudy serosanguinous fluid 
and many fine fibrinous adhesions. The left lung was stuck to 
the pericardium by recent adhesions associated with some 
purulent material. 

The pericardium was inflamed, but the pericardial cavity 
was clear and there were no adhesions within it. The heart 
weighed 400 gm. and externally appeared normal except for an 
ecchymosis involving the right atrium. The right atrium and 
ventricle were dilated but the other chambers were normal. The 
valves were smooth and intact. The myocardium was paler than 
usual, but there was no area of softening or scarring. 

The lungs, especially the left, were both partially atelectatic. 
There was very little gross edema fluid. There were a few 
small hemorrhagic consolidated areas, which were believed to 
be recent infarcts, but no emboli or thrombi were found in 
the larger vessels. A few thrombi were found in small pul- 
monary vessels. Microscopically much vascular congestion 
and some edema was present. The left lung showed active 
pleural reaction but no true bronchopneumonia. 

Except for moderate atherosclerosis, the great vessels were 
normal. The liver showed passive congestion, and the spleen 
showed a recent hemorrhage. The intestinal tract was remark- 
able primarily for the fact that only 5 ft. (152 cm.) of small in- 
testine remained between the ligament of Treitz and the cecum. 
There was a small fistulous tract from the site of closure of 
the colostomy through the abdominal wound. 

The appearance of the kidneys was normal. On cut section, 
they showed good corticomedullary differentiation. Micro- 
scopically the vessels were congested, especially in the medulla. 
There were mild arteriosclerotic changes with thickening of 
the arteries, occasional hyalinized glomeruli, and some lympho- 
cytic infiltration. The adrenals were of normal size, but the 
cortical tissue showed depletion of lipoid substance. The brain 
showed edema of the leptomeninges and a soft hemorrhagic 
area on the right parietal cortex about the size of a quarter 
of a dollar. There was no blood in the ventricles. 


COMMENT 


When the circulation has been arrested by asystole or 
ventricular fibrillation and death is imminent, thora- 
cotomy and cardiac massage have generally been advo- 
cated as the form of resuscitative therapy to be used.* 
The case history presented above clearly shows that this 
form of treatment not only is lifesaving but may be 
carried out successfully twice in the same person. 
Although recently it has received relatively little atten- 
tion in the literature, it has been known that under such 
circumstances a strong blow struck on the precordium 
may restore an effective circulation to a person with 
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so-called cardiac arrest.* In this patient the need for 
thoracotomy was obviated on two occasions by a simple 
blow on the chest. The speed and ease with which the 
precordium may be struck certainly justifies the trial of 
this procedure in many cases of cardiac arrest before 
cardiac massage is undertaken. Such treatment can be 
tried while a knife is being obtained. 

It is impossible to state with certainty the type of 
cardiac dysfunction that was present during the episodes 
that were terminated by striking of the patient’s chest. 
It seems most likely that the underlying mechanism was 
that of prolonged asystole, since spontaneous recovery 
from ventricular fibrillation, although reported,* is rare. 
Ordinarily electrical defibrillation or the use of drugs is 
required before a normal rhythm can be regained. Two 
phenomena, however, that were observed during those 
episodes in which the heart was actually seen to be 
in ventricular fibrillation might indicate that such an 
arrhythmia was present during the first two attacks that 
were terminated by a blow on the chest, namely, (1) 
during the third attack repeated blows were followed 
by momentary effective cardiac beats and (2) during 
the fourth attack an effective beat was restored to the 
heart by massage alone without the use of drugs or 
electrical defibrillation. 

The usually listed causes of ventricular fibrillation and 
cardiac standstill, or at least factors contributing to their 
development, are oxygen lack, toxic agents,* either anes- 
thetic or medicinal, reflex stimuli, trauma,° electrical 
shock,® and electrolyte imbalance.’ In this patient the 
only one of the above factors that might have played a 
role in the development of the first three attacks is an 
electrolyte imbalance. The fourth and fifth, or terminal 
episode, might also be related to the use of arterenol 
and ephedrine. : 

One can only speculate on the relationship of the 
electrolyte disturbance to the myocardial irritability 
present in this patient. Owing to prolonged diarrhea and 
inadequate absorption from her shortened bowel, she 
was depleted of many substances. The serum potassium 
level was low until two days prior to death and in retro- 
spect should have been corrected with more vigor. The 
development of ectopic rhythm in the presence of low 
serum potassium has been reported,* and Bellet’ has 
caused a ventricular tachycardia in a patient with low 
serum potassium to revert to normal rhythm by giving 
potassium chloride intravenously. Ventricular fibrillation 
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has been reported in the presence of hyperpotassemia,’ 
but no such arrhythmia has been noted as a result of 
hypopotassemia. Although numerous patients have 
had lower serum potassium levels and more marked 
electrocardiographic changes than this patient without 
arrhythmia, it is entirely possible that the intracellular 
potassium deficit was of a greater magnitude than the 
serum levels indicated and was therefore related to the 
development of the episodic attacks reported above. 

During this patient’s illness, serum calcium levels also 
were moderately depressed. These, too, may have played 
some part in the electrocardiographic changes seen, but 
it seems unlikely that this degree of calcium deficiency 
was the sole causative factor in the production of her 
attacks of cardiac dysfunction. In one determination, the 
serum magnesium level was found to be normal. Whether 
some other unstudied ion was a factor in the development 
of these circulatory episodes cannot be said. 

It is seldom that patients in whom cardiac arrest 
occurs on the hospital wards survive, as precious time 
is usually lost before circulation can be restored. It is 
of interest that this patient had three separate episodes 
of arrest of longer than four minutes’ duration (the usu- 
ally accepted upper limits for effective restoration) with 
full return of consciousness, and significant permanent 
damage to the nervous system did not appear to have 
occurred after the first two occasions. 


SUMMARY 

A case is reported with recovery on four separate 
occasions from prolonged episodes of cessation of cir- 
culation due in at least two instances to ventricular 
fibrillation. Efforts to prevent recurrence, however, were 
unsuccessful. It is suggested that in many instances of 
so-called cardiac arrest the precordium should be struck 
forcefully several times prior to use of thoracotomy and 
cardiac massage to restore the circulation. The possible 
relations of the development of this patient’s episodes 
of cardiac arrhythmia to an electrolyte imbalance are 
discussed. It is felt the episodes of cardiac arrest may 
well have been related to depletion of intracellular 
potassium. 








Lupus Erythematosus may present as a skin disease, as a 
subacute generalised disease or as an acute fulminating ill- 
‘ness. Variations between these types are common and the mani- 
festations of any of the generalized forms are protean. It is 
possible that the cutaneous form is, in fact, part of a general- 
ized disease, since nearly all cases show a raised sedimenta- 
tion rate, some show the presence of lupus erythematosus 
(L. E.) cells in defibrinated blood, and many patients remark 
on the feeling of increased well-being when the cutaneous 
lesions are controlled by treatment. ... A case of subacute 
disseminated lupus may simulate many other conditions. It 
may present, for instance, as rheumatoid arthritis, atypical 
rheumatic fever with renal involvement, nephritis, pyrexia of 
unknown origin, pleural or pericardial effusions, lymphaden- 
opathy, splenomegaly, rashes not necessarily of the common 
type, and in many other ways. Diagnosis may be helpful by 
finding anaemia, leucopenia, a high sedimentation rate, a re- 
versed albumin/globulin ratio of the plasma proteins and 
red cells in the urine. The diagnosis is clinched by finding 
L. E. cells-in suitable preparations of the blood—F. Page, 
M.D., Mepacrine and Lupus Erythematosus, Archives of Mid- 
dlesex Hospital, October, 1953. 


J.A.M.A., Feb. 13, 1954 
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ACCEPTED FOODS 


The following products have been accepted as conforming tp 
the rules of the Council. 


JaMEs R. WiLson, M.D., Secretary, 


Gerber Products Company, Fremont, Mich. 
Gerber’s Strained Orange Juice. 

This product is prepared from Florida oranges. It is proc. 
essed and stored according to standards adopted by Gerbe; 
Products Company. These have been examined and accepted 
by the Council. The following information was submitted 
by the company. The juice is finely strained; the peel oil con- 
tent is maintained at a point below 0.010%; dextrose in small 
amounts is added, when needed, for the maintenance of a 
sugar-acid ratio within specified limits; and the product js 
vacuum packed in 4% ounce metal containers. The average 
ascorbic acid (vitamin C) content for the 1953 pack was 543 
mg. per 100 ml. at the time of packing. The average caloric 
value is 14 calories per ounce. 


“Junket” Brand Foods, Division of Chr. Hansen’s Laboratory, 
Inc., Little Falls, N. Y. 
Orange Flavored “Junket” Baby Rennet Mix. 

Ingredients: Granulated sugar, confectionery sugar 6x, gum 
arabic, calcium phosphates, concentrated orange oil, U. §, 
certified color, and powdered rennet extract. 

Analysis (submitted by manufacturer).—Total solids 99.7‘, 
moisture 0.30%, ash 0.56%, fat none, protein trace, carbo- 
hydrate 97.2%, and undetermined organic matter 1.94%. 

Calories.—3.89 per gram; 110.5 per ounce. 

Use.—As a milk dessert in infant feeding. 


Raspberry “Junket” Baby Rennet Mix. 
Ingredients: Granulated sugar, confectionery sugar 6x, arrow- 

root starch, raspberry extract solids, calcium phosphates, 

powdered rennet extract, and U. S. certified color. 
Analysis (submitted by manufacturer).—Total solids 99.5%, 

moisture 0.5%, ash 0.5%, fat none, protein trace, carbo- 

hydrate 98.5%, and undetermined organic matter 0.5%. 
Calories. —3.94 per gram; 111.9 per ounce. 

Use.—As a milk dessert in infant feeding. 


Vanilla “Junket” Baby Rennet Mix. 


Ingredients: Granulated sugar, confectionery sugar 6x, cal- 
cium phosphates, true vanilla solids, gum tragacanth, pow- 
dered rennet extract, artificial vanilla, and U. S. certified color. 

Analysis (submitted by manufacturer).—Total solids 99.8, 
moisture 0.2%, ash 0.7%, fat none, protein trace, carbo- 
hydrate 97.7%, and undetermined organic matter 0.4%. 


Calories —3.94 per gram; 111.9 per ounce. 
Use.—As a milk dessert in infant feeding. 


George B. Vrooman, Inc., Philadelphia. 
Tux Brand Dietetic Pack Cut Green Beans 

This product consists of Tendergreen variety beans, pached 
in water without any added salt. 

Analysis (submitted by distributor)—Total solids 5.2‘c, 
moisture 94.8%, fat extract 0.11%, protein (N x 6.25) 0.88%, 
crude fiber 0.53%, available carbohydrate 2.92%, and sodium 
1.02 mg./100 gm. 

Calories —0O.17 per gram; 4.8 per ounce. 

Use.—For use in low-sodium and other therapeutic dicts. 





La | 


on 








proc- 
erber 
epted 
litted 
con- 
small 
of a 
Ct is 
Tage 
543 


loric 


tory, 


8. 








Vol. 154, No. 7 





Tux Brand Dietetic Pack Cut Wax Beans 

This product consists of Kinghorn variety wax beans, packed 
in water without any added salt. 

Analysis (submitted by distributor).—Total solids 4.6%, 
moisture 95.4%, fat extract 0.09%, protein (N x 6.25) 0.82%, 
crude fiber 0.54%, available carbohydrate 2.37%, and sodium 
0.80 mg./100 gm. 

Calories —0.13 per gram; 3.7 per ounce. 
Use.—For use in low-sodium and other therapeutic diets. 


Tux Brand Dietetic Pack Sliced Beets 

This product consists of Detroit dark red beets, packed in 
water without any added salt. 

Analysis (submitted by distributor).—Total solids 0.05%, 
moisture 92%, fat extract 0.05%, protein (N x 6.25) 0.90%, 
crude fiber 0.53%, available carbohydrate 5.53%, and sodium 
46.50 mg./100 gm. 

Calories —0.26 per gram; 7.4 per ounce. 

Use-—For use in low-sodium and other therapeutic diets. 


Jux Brand Dietetic Pack Diced Carrots 

This product consists of Red Cored Chantenay carrots, 
packed in water without any added salt. 

Analysis (submitted by distributor)—Total solids 6.56%, 
moisture 93.44%, fat extract 0.06%, protein (N x 6.25) 
0.78%, crude fiber 0.60%, available carbohydrate 4.04%, and 
sodium 50.1 mg./100 gm. 

Calories. —0.20 per gram; 5.7 per ounce. 

Use-—For use in low-sodium and other therapeutic diets. 


Tux Brand Dietetic Pack Cream Style Corn 

This product consists of Golden Cross variety corn, packed 
in water without any added sugar or salt. 

Analysis (submitted by distributor)—Total solids 22.7%, 
moisture 77.3%, fat extract 1.06%, protein (N x 6.25) 2.56%, 
crude fiber 0.32%, available carbohydrate 17.88%, and sodium 
3.20 mg./100 gm. 

Calories.—0.91 per gram; 26 per ounce. 

Use.—For use in low-sodium and other therapeutic diets. 


Tux Brand Dietetic Pack Whole Kernel Corn 

This product consists of Tendermost variety corn, packed 
in water without any added salt. 

Analysis (submitted by distributor)—Total solids 17.4%, 
moisture 82.6%, fat extract 0.51%, protein (N x 6.25) 2.04%, 
crude fiber 0.33%, available carbohydrate 13.81%, and sodium 
1.2 mg./100 gm. 

Calories —0.68 per gram; 19.3 per ounce. 

Use.—For use in low-sodium and other therapeutic diets. 


Tux Brand Dietetic Pack Sweet Peas 

This product consists of peas (Surprise variety), packed in 
water without any added salt. 

Analysis (submitted by distributor)—Total solids 11.7%, 
moisture 88.3%, fat extract 0.20%, protein (N x 6.25) 3.14%, 
crude fiber 1.34%, available carbohydrate 5.33%, and sodium 
8.58 mg./100 gm. 

Calories —0.36 per gram; 10.2 per ounce. 

Use——For use in low-sodium and other therapeutic diets. 


Tux Brand Dietetic Pack Spinach 

This product consists of Northland-Viking spinach, packed 
in water without any added salt. 

Analysis (submitted by manufacturer).—Total solids 5.7%, 
moisture 94.3%, fat extract 0.31%, protein (N x 6.25) 1.83%, 
crude fiber 0.60%, available carbohydrate 1.22%, and sodium 
9.10 mg./106 gm. 

Calories —0.15 per gram; 4.3 per ounce. 

Use.—For use in low-sodium and other therapeutic diets. 


Mead Johnson & Company, Evansville, Ind. 
Sustagen 

Ingredients: Milk solids not fat, whole milk powder, Dextri- 
Maltose, calcium caseinate, dextrose, iron sulfate, vitamin A 
palmitate, calciferol, thiamine hydrochloride, riboflavin, niacin- 
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amide, calcium pantothenate, pyridoxine hydrochloride, choline 
bitartrate, folic acid, vitamin B, (crystalline), and ascorbic 
acid, 

Analysis (submitted by manufacturer).—Total solids 97.5%, 
moisture 2.5%, ash (minerals) 4% (including calcium 0.7%, 
phosphorus 0.5%, and iron 0.003%), fat 3.5%, protein (N x 
6.35) 23.5%, and carbohydrate (by difference) 66.5%. 


Vitamins and Minerals Per 100 Gm, 


Thiamine ........ , (titan donee “s 4 Se 
] 


Riboflavin .......... l mg. 
Ascorbie acid ...... 3 me 
EE cards isis ans wm we mg. 
Calcium Pantothenate 1.4 meg 
Choline Bitartrate .... ; ; o meg 
ll eee : . 50 LU 
be er 0.44 meg. 
Pe MN id diencsseneeses ; . O28 me 
Pyridoxine HC] ..... ree ; 0.55 mg 
Vitamin D. =e ; » 1.U 


Calories. —3.9 per gram; 110.6 per ounce. 
Use.—A dietary supplement for oral use or tube feeding. 


Gerber Products Company, Fremont, Mich. 
Gerber’s Strained Egg Yolks 

This product consists of egg yolks and salt in water neces- 
sary for preparation and has been processed for 45 minutes 
at 240 F. 

Analysis (submitted by manufacturer).—Total solids 29.38%, 
moisture 70.62%, ash 1.25%, fat (acid hydrolysis) 17.16%, 
crude fiber none, protein (N x 6.25) 9.59%, and carbohydrates 
other than crude fiber (by difference) 1.38%. 


Vitamins and Minerals Per 100 Gm 
Viteeie A. .cccee dai . 640 I. I 
Beta Carotene . . 230 I.U 
Thiamine . ‘ 0.106 mg, 
Riboflavin ...... 0.236 mg. 
Ascorbie Acid 0.227 mg 
BiGGR iicses Trace 
Calcium .... oo 2 mg 
Phosphorus iene OOO mg 
NE deatsidess echt 5 mg. 
a a a 0,003 Ing 


Calories.—1.98 per gram; 56 per ounce. 
Use.—For use in the feeding of infants and young children 
and in special diets. 
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APPARATUS ACCEPTED 


The following additional product has been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for in- 
clusion in Apparatus Accepted. A copy of the rules on which 
the Council bases its action will be sent on application. 

RaLpH E. De Forest, M.D., Secretary. 


Otarion Hearing Aid, Model B-15 
Otarion, Inc., 4757 Ravenswood 
Ave., Chicago 40. 

The Otarion Hearing Aid, Model 
B-15, uses three vacuum tubes, one 
1.5 volt mercury type A-battery, 
and one 15 volt B-battery. The body 
of the instrument measures 62 by 
45 by 22 mm. and weighs 70 gm. 
With batteries, earphone, and re- 
ceiver cord the total weight is 108.5 
gm. Evidence indicating sound con- 
struction and satisfactory perform- 
ance was obtained by the Council. 





Otar'on Hearing Aid 
Model B-15 
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TESTS OF THYROID ACTIVITY 


Although the use of radioactive tracer elements in the 
diagnosis of thyroid function has raised the question 
whether the basal metabolic rate (BMR) is obsolete, the 
new test may be expected to supplement rather than to 
supplant the older test. To prevent the needless perform- 
ance of a whole battery of thyroid function tests on every 
suspect the clinician should select the test(s) likely to be 
most informative regarding a given patient. In frankly 
hypothyroid or hyperthyroid patients the BMR is supe- 
rior to determining the uptake of radioactive iodine by 
the thyroid but is subject to wide variations in euthyroid 
persons.” The tracer test is, therefore, most useful in eval- 
uating borderline conditions. 


Serum cholesterol determinations are of value only in 
diagnosing hypothyroidism, which is associated with ab- 
normally high levels. Determination of the protein-bound 
iodine (PBI) in the serum correlates well with the tracer 
test, but in patients with hypothyroidism the tracer test 
is more sensitive. Although some believe the PBI test 
to be better than the BMR, the technique is not easy, and 
unless it is performed by a technician of known ability 
the results are likely to be unreliable. It is also unreliable 
in any patient who has ever had a sinus tract injected with 
iodized oil (Lipiodol) and in any patient who has in- 
gested gallbladder dye within six months preceding the 
test. 

The development of the gamma-detecting scintillation 
counter has made possible the use of radioiodine in 
amounts as low as 1 pe or one hundreth of the usual dose. 
This makes it possible to obtain a recheck if necessary 
without exceeding a safe dose. Technicians can be easily 
trained to perform the tracer test, but, although capsules 
of radioiodine are now commercially available and their 
use requires no special monitoring, the test should be 
done only in clinics specializing in the treatment of thy- 
roid diseases. In euthyroid persons the uptake in the 
thyroid is complete in 24 hours and amounts to about 
30% of the tracer elements; in hypothyroid patients 
complete uptake takes a little longer and amounts to 





1. Seed, L.: Is the B. M. R. Obsolete? Illinois M. J. 104: 113-117 
(Aug.) 1953. 

2. Barrett, T. F., and others: Evaluation of a Thyroid Panel: Practical 
Applicat.on of Scintillatoon Counter in Diagnosis of Diseases of the 
Thyroid, J. A. M. A. 152: 1414-1417 (Aug. 8) 1953. 
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about 10%; and in hyperthyroid patients complete up- 
take takes less time and amounts to about 70%. The 
tracer test has the advantage over the BMR that the co. 
operation of the patient is not required and no preliminary 
rest period is necessary. Nervousness and hypertension 
both elevate the BMR but do not affect the tracer test. 
A fair percentage of patients with severe toxic nodular 
goiter give a normal tracer test, and in this type of patient 
the BMR is more accurate. The tracer test is not valid if 
the patient is taking iodine in any form, and it must be 
remembered that iodine is present in some vitamin mix- 
tures. Interference with the test following the ingestion 
of gallbladder dyes persists for about one week, following 
the administration of iodopyracet (Diodrast) for two 
weeks, and following the use of iodized oil (Lipiodol) 
for a longer time. The test should not be given until a few 
days have elapsed after the withdrawal of desiccated thy- 
roid. 

Determination of the percentage of radioiodine ex- 
creted in the urine in 24 hours is almost as accurate a 
test as determination of the uptake in the thyroid. Tracer 
testing is absolutely necessary before treatment with ra- 
dioiodine. It may be concluded that, although the tracer 
test has not rendered the BMR obsolete, it is an accurate, 
sensitive, practical, safe, and rapid test of great value in 
properly selected cases. 


USE OF STANDARD NOMENCLATURE 


One of the best and most helpful publications of the 
American Medical Association is its “Standard Nomen- 
clature of Diseases and Operations.” It provides a way 
of setting up records so that meaningful statistics can 
be compiled, hospital records are easily understood by 
all who read them, and physicians can understand what 
others are talking about when diseases and operations are 
mentioned. This book has had a profound effect on 
medical teaching, medical writing, and the keeping of 
medical records. Some indication of its reception and 
employment lies in the figures concerning its use. “Stand- 
ard Nomenclature of Diseases and Operations” is used 
in 91% of federal hospitals, 85% of more than 300 new 
Hill-Burton hospitals, and 74% of all hospitals in the 
United States. There seems to be a direct relation be- 
tween size of hospital and use of this book; the larger the 
hospital in terms of beds the more widely used the book. 

The purpose of any disease index is to provide a record 
of data relating to specific diseases. The use of the data 
determines the method of application of the nomencla- 
ture. The coding in Standard Nomenclature may be sim- 
plified, expanded, or adjusted to meet the needs. Fre- 
quency of referral and type of requests that result in the 
use of the file will determine which method is most suit- 
able for the institution. Of the Hill-Burton hospitals, 
60% are using Standard Nomenclature in its simplified 
form. In 65% of these hospitals the coding is being done 
by the record librarian, in 15% by physicians, and in 
20% by other hospital personnel. 
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Proper orientation of all personnel who code diseases 
and operations according to Standard Nomenclature is an 
important step. The purpose and the value of the index 
should be presented, and the person who is coding must 
have a working knowledge of the nomenclature as well 
as being conversant with the basic principles. These are 
not difficult requirements, and their application in all 
hospitals would mean much for everyone, from researcher 
to hospital administrator, from practitioner to record 
librarian, and from student to teacher. 


VITAL STATISTICS AND MEDICAL RESEARCH 


A physician experiences a renewed feeling of satisfac- 
tion whenever data from any source reveal further mani- 
festations of the lengthening of the average human life. 
Although every scientist and engineer, and in fact every 
productive worker in industry and agriculture, can claim 
some credit for the improved standards of living that 
have brought this about, the physician deals with the 
immediate problems of birth, sickness, and death and 
feels that he is making an especially direct contribution 
to a noble cause. . 

Medical progress is fortunately measurable in figures 
for morbidity and mortality. Efforts to measure progress 
in other fields, and to assess the accomplishments of 
social agencies such as national governments and supra- 
national economic organizations, lead directly to the 
difficult problem of quantitatively evaluating such things 
as happiness, culture, good will, and freedom. Moreover, 
if progress in political science is measured in terms, say 
of soldiers killed in combat, or of civilians displaced, 
starved, or exterminated in the world’s recent history of 
blockades, bombings, and invasions, the figures are em- 
barrassing, for they ought to be decreasing, not increas- 
ing. One is tempted to conclude that medical progress 
has been more substantial than political progress. In any 
case, comparisons are most easily made in terms of num- 
bers, and a constant keeping of statistics is essential if 
progress is to be measured and continued. 


It was regretted by many that the League of Nations, 
which put itself out of existence at a last meeting on 
April 18, 1946, in Geneva, received so little popular 
recognition for the medical aspects of its work. Its politi- 
cal failures were discussed in merciless detail after every 
crisis; its steady, substantial work in mapping the dis- 
tribution of disease and detecting the outbreaks of epi- 
demics was not equally publicized. 


These reflections are prompted by two impressive 
articles in a recent number of the British Medical Jour- 
nal. The first * is the presidential address, by Sir Russell 
Brain, to the First World Health Organization Inter- 
national Congress on Health and Vital Statistics, in which 
he points out that in respect to health the world today 
is a single community. “Infection,” he says, “can now 
spread in a few days from one end of the world to the 
other, and may thus enter a country in which, as a result 
of their bacteriological history, the inhabitants possess 
a poor immunity to the invader.” The international 
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activities relating to health begun by the League of Na- 
tions now seem more important than ever and must be 
continued by the World Medical Association and the 
World Health Organization. 

Unfortunately, Sir Russell observes, the work of pre- 
ventive medicine, especially the work with statistics, is not 
easily glamorized. A youthful motion picture audience is 
fascinated by the picture of a surgeon in the operating 
room or of a psychiatrist quieting a disturbed patient, but 
it takes more mature minds to appreciate the importance, 
the tensions, and the occasionally exciting discoveries in 
Vital statistics. Yet it is to this painstaking application of 
mathematics that we must look for constant guidance in 
efforts to prevent disease and increase well-being. 

Sir Russell’s remarks are aptly followed in the British 
Medical Journal by a statistical paper by Colin White # 
with the typically unglamorous titie “Sampling in Medical 
Research.” Readers who have learned from experience 
what explosive material can come in such packages will 
not be deterred by the title and are rewarded by a lively 
discussion of fallacies arising from biased methods of 
sampling. Authors of clinical papers need to be aware 
of the kind of bias that may enter into hospital statistics, 
into postmortem data, and into series of surgical histories. 
Examples are given, especially of the “fallacy of the inter- 
esting case.” Exceptional patients “provide welcome relief 
from the dullness of examining a series composed mainly 
of normal people,” but they are likely to involve the 
unwary investigator in a phenomenon called by Galton, 
more than half a century ago, regression toward the mean. 
Many physiological measurements like blood pressure 
and metabolic rate fluctuate from hour to hour, from day 
to day, and the persons who happen to have the highest 
or lowest values at any given moment are very likely to 
be found nearer the average next time they are observed. 
Anything whatever done in the interval between observa- 
tions will appear to have had a “normalizing” effect on 
the extreme cases. This phenomenon has been redis- 
covered independently by other investigators trying to 
account for odd therapeutic results and has been perhaps 
more appropriately renamed centripetal drift. White 
shows how this phenomenon explains the results of ad- 
ministering iron and regulating the diet in supposed cases 
of anemia in pregnancy. 


The outstanding investigation in which the question of 
bias arises is that of Kinsey and his associates.* Many 
readers feel they must choose between the suppositions 
either that the women interviewed by Kinsey were excep- 
tionally mendacious or that they were shamefully aban- 
doned, and a recent writer in a midwestern American 
weekly was so distressed by this dilemma that he frankly 
stated he was writing his review without having read the 
book. This exhibition of squeamishness makes one won- ° 
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der what would happen in hospitals if laboratory tech- 
nicians suddenly refused to examine some of the materials 
they receive every day. In the present case the question is, 
of course, what kinds of bias may have affected Kinsey’s 
results, and in what respects his conclusions must be 
qualified. White takes up this aspect of Kinsey’s work, 
with other examples as well, and shows how such pro- 
cedures as random selection can prevent mistakes. 

If the “fallacy of the interesting case” is to be avoided, 
the study of the usual must be carried on as carefully as 
that of the unusual. The physician makes an indispensable 
contribution each time he fills out a birth or death certifi- 
cate. Older citizens recall the embarrassments, exasperat- 
ing correspondence, and costly delays that have been 
known to result, in the past, from the occasional failure 
of old-time physicians to report births, for instance. The 
modern physician realizes how essential it is to be prompt 
and conscientious in such matters, and the gradual exten- 
sion of the registration area of this country until every 
state was included makes inspiring history. 


DIAMIDINE THERAPY OF BLASTOMYCOSIS 


Blastomycosis is a serious infection caused by the 
fungus Blastomyces dermatitidis and confined chiefly to 
the North American continent. While the cutaneous 
form of the disease often appears to respond to iodides, 
x-ray treatment, or surgical excision, the systemic form 
has proved notoriously resistant to therapy. Great inter- 
est, therefore, is attached to the numerous reports on 
the successful treatment of both cutaneous and sys- 
temic blastomycosis by certain aromatic diamidine com- 
pounds.* 

The clinical trial of diamidine derivatives in blastomy- 
cosis was prompted by a report by Elson in 1945 that 
a number of fungi, including Blastomyces dermatitidis, 
were inhibited in vitro by propamidine.* Propamidine 
and the more effective but more toxic stilbamidine are 
members of a series of aromatic diamidine compounds 
synthetized about 15 years ago by British scientists after 
it was shown that a related but highly toxic compound, 
decamethylenediguanidine dihydrochloride (Synthalin), 
had marked trypanocidal activity. Both propamidine 
and stilbamidine are effective in the treatment of trypa- 
nosomiasis and leishmaniasis, though their toxicity has 
restricted their use particularly in the latter condition.* 


In discussing the toxic potentialities of the diamidines, 
much emphasis is placed on the necessity of employing 
freshly prepared solutions only. These drugs are unstable 
in aqueous solution, especially in the presence of sun- 
light, and break down to give toxic products. Many of 
the earlier reported toxic effects occurred with solutions 
prepared some time before use.* The immediate toxic 
effect of the aromatic diamidines consists of circulatory 
collapse, which, however, can be largely obviated by 
administration by slow intravenous drip. It is question- 
able whether late hepatic or renal damage arise from 
therapeutic doses of freshly prepared solutions; however, 
the toxicity of these compounds may be enhanced in the 
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presence of hepatic or renal disease, and they should be 
used cautiously if at all under such conditions. 


A curious late manifestation of diamidine toxicity js 
the development of fifth cranial nerve neuropathy, ap- 
parently reversible, and manifested by parethesia, hy. 
palgesia, and anesthesia over the region supplied by the 
trigeminal nerve. This effect is reminiscent of that which 
may follow exposure to trichloroethylene. Like trichlo- 
roethylene, stilbamidine has been reported to give relief 
in tic douloureux.® Toxic psychosis has been reported 
following stilbamidine therapy; however, the patient was 
emotionally disturbed prior to administration of the 
drug.® 

Recently, Snapper has reported on the use of 2-hy- 
droxystilbamidine in blastomycosis.? Previous work had 
led him to conclude that this compound is more stable 
in solution than stilbamidine and does not produce tri- 
geminal neuropathy. Encouraging improvement was re- 
ported in three cases of systemic blastomycosis and one 
case of the cutaneous form of the disease. No untoward 
effects were noted other than a transitory weakness, 
dizziness, and hypotension in one patient after rapid 
injection of the drug. 

The effect of the aromatic diamidines in other systemic 
fungus infections is under study. In vitro studies suggest 
that these compounds have quite a wide spectrum of 
activity.* Preliminary clinical reports indicate they may 
be of value in actinomycosis,® nocardiosis,’® and sporo- 
trichosis.’° Future work will doubtless be directed toward 
expanding the field of usefulness of these drugs and to the 
development of more effective and less toxic derivatives. 
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STATEMENT OF DR. WALTER B. MARTIN TO 
HOUSE COMMITTEE ON INTERSTATE AND 
FOREIGN AFFAIRS 


I am Dr. Walter B. Martin of Norfolk, Va., where I am 
engaged in the active practice of medicine. I am President-Elect 
and a member of the Board of Trustees of the American Med- 
ical Association. I am appearing here today with Dr. Louis H. 
Bauer, New York City, immediate Past President of the Asso- 
ciation, Dr. David B. Allman, Atlantic City, N. J., Chairman 
of our Committee on Legislation, Dr. George F. Lull, Secre- 
tary and General Manager of the American Medical Associa- 
tion, and several members of our staff. We are here at the 
invitation of your committee to participate in the general health 
inquiry which you have been conducting for the past several 
months. 

As you know, the President of our Association, Dr. Edward 
J. McCormick of Toledo, Ohio, testified briefly before your 
group on Oct. 1 and reviewed the activities of the American 
Medical Association in the field of medical research. Since his 
appearance, many individuals and organizations have presented 
their views concerning the condition of the nation’s health. 
Frequently, in their testimony these individuals and organiza- 
tions have decried the many inadequacies in this country’s 
over-all medical and health picture. 

The American Medical Association would be the first to 
admit that despite the remarkable record of medical achieve- 
ments much remains to be accomplished. In practically every 
instance of recognized deficiency, the A. M. A. has also been 
the first organization to undertake a positive, constructive pro- 
gram of action. We know full well that certain medical scien- 
tific mysteries still must be solved. We are aware that in some 
areas problems of inadequate supply or improper distribution 
of medical personnel and facilities exist. We also realize that 
the k st of medical care should be made available to all our 
citizeu.s, regardless of their economic status, and that every 
effort should be made to alleviate the financial burden imposed 
by long-term illness. 

We feel, however, that in an effort to create public sentiment 
in support of a government-controlled medical care program, a 
distorted picture of the health and medical situation in this 
country has been drawn. At times the magnitude of such prob- 
lems has been exaggerated while actual progress toward solving 
them has been minimized. To lose perspective is to lose judg- 
ment. For this reason we would like to clarify certain miscon- 
ceptions which have arisen in regard to the nation’s health and 
medical needs. 

Many of those who testified before this committee indicated 
that increased medical costs were proving financially disastrous 
to families faced with illness or accidents. Medical costs—like 
all other costs—have risen in the last few years. Statistics pre- 
sented by the United States Department of Labor for the third 
quarter of 1952, however, revealed that living costs had in- 
creased 90.8 per cent since 1935-1939 while medical costs had 
increased only 65.5 per cent in the same period. Between 1935- 
1939 and 1950 average weekly wages rose 165 per cent while 
physicians’ fees climbed only 48 per cent. As a result, the 
average person works only 60 per cent as long today to pay 
for the same amount of medical services. 

New techniques and new drugs enable physicians to shorten 
length of illness and reduce hospital stays as well as wage loss, 
As a result, the total medical bill for many illnesses often 
actually is less than it was 15 years ago. 

Proof that the cost of medical care presents no great problem 
to the majority of American families was given in a survey 
completed for the Federal Reserve Board last year. Of about 
53,000,000 families in the United States, almost 43,000,000— 
over 80 per cent—reported no medical debts whatsoever. One 
million families owed from $200 to $1,000, while another 200,- 
0) owed more than $1,000. That would indicate that less 
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than 3 per cent of all the people in the survey need help to 
pay their medical bills. The remaining 9,000,000 families were 
listed as in debt for medical expenses in amounts varying from 
$1.00 to $200. 

Some critics point to the increasing death rate from heart 
disease and cancer as an indication of a medical crisis. Actu- 
ally, this is a heartening sign of great medical progress. The 
median age at death in the United States has jumped from 30 
to 66 years. Twenty years from now, although the death rate 
from certain diseases in our aging population may be higher, 
the length of life will be greater and the mortality rate for 
each age will be lower. Health progress and the number of 
deaths each successive year are simply two different ideas. A 
physician can never conquer death—he can only postpone it. 
Persons who are saved by medical advances and skills from 
death at an early age later fall victim to the degenerative dis- 
eases which now appear to be increasing. 

A serious shortage of doctors has been alleged. Actually, we 
have more doctors than any other nation, and we have more in 
proportion to population than any other country except Israel, 
which has an abnormal influx of refugee physicians from 
Europe. For more than twenty years the supply of doctors 
has been increasing at a faster rate than the general population. 
It is estimated that the period of 1950-1960 will bring another 
30 per cent increase in the supply of physicians. 

Today we have a total of 220,104 physicians—the largest in 
our history. Of this number 159,120 are in active practice. All 
the rest, except for about 9,700 who are retired or not in prac- 
tice, are serving American health needs in research, teaching, 
hospitals and government service. On the basis of an estimated 
population of 160,000,000 in 1953, we now have one physician 
for every 727 persons, or approximately one physician actually 
engaged in the practice of medicine for every 1,000 persons. 

For the fifth consecutive year, the total number of students 
enrolled in approved medical schools has established a new 
record. The number of students graduated constitutes the 
largest group ever graduated in one academic year. Enrollments 
in the country’s 72 medical and seven basic science schools 
during 1952-1953 totalled 27,688, or 2.3 per cent more than 
the 27,076 enrolled during 1951-1952. The estimated number 
of graduates for 1953-1954 based on enrollments reported for 
senior classes in schools, is even greater—6,831—than last year 
(6,668) which exceeded by 279, or 4.4 per cent, the previous 
record established in 1947, when at the termination of the war- 
time accelerated program several schools graduated more than 
one class. 

It is obvious that in the areas of medical progress, medical 
cost and doctor supply the picture is far brighter than some 
would have you believe. We hope that we have clarified some 
of these misconceptions. 

For more than a hundred years the American Medical Asso- 
ciation has been dedicated “to the promotion of the science and 
art of medicine and the betterment of public health.” Our 
devotion to these principles has not taken the form of mere 
lip service, but rather of concrete, constructive programs de- 
signed to bring better health to the American people. 

The record of American medicine’s achievements in elevating 
the standards of medical education, fighting medical quackery, 
maintaining ethical standards of medical practice and safe- 
guarding health through the evaluation of drugs, foods, physi- 
cal devices and techniques as well as in the areas of school, 
rural and industriai health is an outstanding one. We would 
like to reiterate for this committee in as brief a fashion as . 
possible our Association’s specific efforts to provide the best of 
medical services and facilities and to distribute them equitably 
throughout the nation, 


1. On Behalf of Medical Progress.—Medicine has come a 
long way down the medical progress road in a fantastically 
short time. Today America is the healthiest large nation in the 
world. Babies born today can expect to live at least twenty 
years longer than those born in 1900. Women can face child- 
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birth with little or no fear, for the chances of surviving preg- 
nancy, childbirth and confinement are better in the United 
States as a whole than 999 out of 1,000. The dread diseases 
that once were killers—typhoid fever, smallpox, diphtheria, 
pneumonia and many others—have been brought under con- 
trol. 

Since 1900, while our total population has more than doubled, 
the number of persons 65 years of age or older has more than 
quadrupled. This accounts largely for the marked rise in the 
death rates for heart disease, cancer and other diseases of old 
age. 

Within a few decades vitamins, sulfa drugs, the antibiotics 
and hormones have been added to the physician’s armamen- 
tarium against disease. American surgeons today are perform- 
ing delicate, life-saving operations on the heart, lungs, brain, 
stomach, kidneys and other vital organs which just a few short 
years ago would have been impossible. 

The past two years have brought heartening advances in the 
battle against infantile paralysis. News of successful trials of 
gamma globulin from human blood was followed with an- 
nouncements indicating that the next two or three years may 
bring a vaccine effective against poliomyelitis. 

More recently, medicine has harnessed byproducts of the 
atomic age called radioisotopes to kill certain forms of cancer 
and to trace vital body functions. While the basic cause or 
causes of cancer or any one specific cure has not been discovered, 
the early diagnosis of the disease and its surgical or radiation 
treatment has resulted in the cure of many cases. New methods 
of treatment have been evolved with drugs and atom-smashing 
machines. The whole field of atomic medicine may pave the 
way to new and startlingly significant medical discoveries. 

It is also estimated that the efficiency of the average phy- 
sician has increased about 30 per cent in the past 15 years. 
This has come about through the use of new drugs and anti- 
biotics, new or improved techniques, modern equipment, in- 
creased auxiliary help from laboratories and technicians, im- 
proved transportation and communication and better coordina- 
tion of all medical facilities. 


2. On Behalf of Medical Education—The high standards of 
medical education in the United States have resulted directly 
from the medical profession’s efforts over the past 50 years 
to protect the public against unqualified, poorly trained doctors. 
Today, all of the nation’s 79 medical schools are approved in- 
stitutions which meet high requirements involving their teaching 
staffs, curricula, classroom and clinical facilities, hospital teach- 
ing programs and all-over educational policies. Two additional 
schools, University of Miami and University of California in 
Los Angeles, have medical schools which have not yet gradu- 
ated their first class. Another medical school in New York is 
contemplated, to begin operation in 1955. In addition, high 
standards also have been established for the approval of intern 
and residency training programs in hospitals, and a growing 
emphasis has been placed upon postgraduate education and 
refresher courses to keep physicians abreast of the latest medi- 
cal developments. During 1953, for example, a total of almost 
1,600 postgraduate courses was offered by the nation’s medical 
schools, medical societies, hospitals and other health agencies. 
A. M. A.’s two scientific meetings each year, coupled with the 
meetings of the various specialty groups, offer American phy- 
sicians the most complete postgraduate study opportunities in 
the world. 

A. M. A. also helps elevate standards in auxiliary fields of 
medicine by approving upon request schools for laboratory 
technicians, occupational therapists and other allied fields. 

To assure an increasing supply of physicians in this country 
the American Medical Association has actively encouraged ex- 
pansion of medical schools and facilities and the development 
of new medical schools in certain areas. This increase in enroll- 
ments, the expansion of teaching programs and the rising costs 
of operation*since World War II have created major financial 
problems in some of our medical schools. 

In the spring of 1949 medical leaders and others sponsored 
the establishment of the National Fund for Medical Education, 
whose purpose is to raise unrestricted funds annually on a 
national scale from voluntary sources for the support of medi- 
cal schools. In 1950 the American Medical Association set up 
the American Medical Education Foundation to raise funds 
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from individual physicians and medical groups. The success of 
this endeavor is toid in these figures: At the end of 1953 the 
American Medical Education Foundation recorded a gross re. 
turn of $1,089,962. The American Medical Association has 
given an additional $2,000,000 in four successive grants to this 
project since 1950. The National Fund for Medical Education 
in its three year history has contributed $4,764,152 to the 
nation’s medical schools. 

Medical schools report that these grants have enabled them 
to secure additional teachers, retain others by providing urg- 
ently needed salary increases, purchase teaching equipment 
and rehabilitate or expand teaching facilities. 

We are convinced that federal financial assistance to the 
medical schools for operating purposes is not desirable. The 
medical schools still need money, however, and we propose: 

(a) Increased efforts to raise voluntary funds through the 
American Medical Education Foundation and the National 
Fund for Medical Education. 


(b) Adoption of legislation authorizing one-time federal 
grants for construction and renovation of the physical plant of 
medical schools. 


3. On Behalf of Better Doctor Distribution—Because many 
problems of so-called doctor shortage are in reality problems 
related to physician maldistribution, the American Medical As- 
sociation has established a placement bureau to serve as a 
clearing house for information in answer to requests from 
physicians seeking a location and from communities seeking a 
physician. Placement programs are now in active operation in 
at least 37 states, and at least 32 are sponsored by state medical 
societies. The A. M. A. is sponsoring rural health conferences 
and programs and preparing literature to help communities 
attract physicians in an effort to stimulate public as well as 
medical efforts to bring doctors into needed areas. 

4. On Behalf of Allied Health Personnel_—Problems of 
health personnel resources are not problems of physician- 
supply alone. The American Medical Association has for some 
time been concerned over the existing nurse shortage and in 
June 1947 appointed a committee to study and report on this 
problem. On the basis of this report and on subsequent infor- 
mation obtained from the official nursing associations w- have 
concluded that in certain areas there is a need for construction 
of new nursing schools and for the modernization of existing 
facilities. Although the problem is fundamentally a local one 
which each state should solve on the basis of its individual 
needs, the American Medical Association favors legislation 
embodying: 

(1) One-time federal grants-in-aid to states, based on the 
Hill-Burton Act formula and administrative machinery, for 
construction, equipment and renovation of the physical plants 
of nursing schools, on a matching basis, with no part of the 
funds to be used in any manner for operational expenses or 
salaries; 

(2) Grant of federal funds to the Committee on Careers in 
Nursing or some comparable private agency to help support 
a nurse recruitment program; and 

(3) A temporary grant-in-aid program, not to exceed five 
years and administered by the states, to provide scholarships 
for advanced nursing education to aid in the development of a 
larger corps of teachers. 

We believe that these suggestions would meet the current 
need and at the same time safeguard the freedom and inde- 
pendence of educational institutions. 

5. On Behalf of Increased Hospital Facilities.—Without 
proper facilities physicians and allied health personnel are un- 
able to operate at peak efficiency. The increased community 
interest in health problems in general has been reflected in the 
construction of an amazing number of community hospitals. 
Many have been planned and financed completely with private 
or tax funds at the local level; others have been built with 
the assistance of the federal government. 

The American Medical Association has continually supported 
the Hospital Survey and Construction Act, more familiarly 
known as the Hill-Burton Act, which became law in August 
1946. Since the approval of the first projects in fiscal year 1948, 
over a billion dollars has been spent by the federal govern- 
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ment, states and communities in the construction of hospitals 
under this program. In future construction of health facilities, 
particular attention should be given to institutions for the 
chronically ill. We believe these should be constructed con- 
tiguous to or in connection with general hospitals. 

The American Medical Association not only favors federal 
legislation for hospital construction but is energeticaily working 
to raise standards of existing hospital facilities. We are an 
active member of the Joint Commission on the Accreditation 
of Hospitals, along with the American College of Physicians, 
the American College of Surgeons, the American Hospital 
Association and the Canadian Medical Association. This is a 
private Organization designed to conduct an inspection and ac- 
creditation program which will encourage physicians and hospi- 
tals voluntarily to (1) apply basic principles of organization and 
administration for efficient patient care; (2) promote high qual- 
ity medical and hospital care in all its aspects; and (3) main- 
tain the essential diagnostic and therapeutic services in the 
hospital through coordinated effort of the organized medical 
staff and the governing board of the hospital. 


6. On Behalf of Solving the Economic Problems of Medi- 
cine —We must consider two groups of individuals when dis- 
cussing the problems of the cost of medical care: (1) those 
who are able to pay normal costs of medical care and (2) those 
who require assistance in meeting their medical bills. For those 
who are willing and able to meet their obligations, the medical 
profession has been carrying on the following positive pro- 
gram: 

(1) Continued Promotion of Voluntary Health Insurance: 
The American Medical Association believes that voluntary 
health insurance provides one of the best methods by which 
the average American can finance a substantial portion of his 
medical and health costs. 

For years we have advocated and strongly promoted the 
sale of voluntary health insurance as one of the aids to cushion 
the economic shock of illness. The growth of voluntary health 
insurance, which embraces benefits for hospital, surgical and 
medical expense, has been phenomenal during the past few 
years. By Jan. 1, 1953, nearly 92 million Americans had some 
form of hospital expense benefit insurance. At that same time 
over 73 million were protected by some form of insurance 
against the cost of surgical care and nearly 36 million persons 
had coverage providing some medical expense benefits in ad- 
dition to surgery. This amazing progress has been achieved 
without benefit of government subsidy. 

The problem of providing economic protection against “cata- 
strophic illness’—any illness, acute or chronic, the financial 
impact of which seriously disrupts the family budget—is now 
receiving ever increasing study and experimentation by several 
agencies in both the private and nonprofit fields. 

To meet the costs of extended illness or injuries which the 
average man cannot afford to pay, a number of private and 
non-profit companies are now writing “major medical expense” 
insurance, sometimes called catastrophic coverage or medical 
disaster insurance. Such policies are designed to cover cases 
of extended disability, those which are relatively infrequent, 
but financially severe. Generous amounts of maximum benefits, 
ranging from $2,500 to $10,000, are provided, and most poli- 
cies provide for reimbursement of expenses in excess of a 
minimum deductible amount which ranges from $100 to $500. 
In many instances some basic programs provide benefits which 
fulfill a substantial portion of the deductible amount under 
these policies. 

Another principle followed generally in major medical ex- 
pense insurance policies is the use of a co-insurance provision. 
A percentage, between 70 and 80 per cent, of the expense in 
excess of the deductible amount is reimbursed, making the 
insured person a co-insurer to the extent of the balance of the 
expenses. Many who are familiar with this class of insurance 
feel that the insured person must have a financial interest in 
all health expenditures to the end that there will be less 
tendency to demand services which may not be necessary. 

Major medical expense policies are still in the experimental 
Stage, but at the end of 1953 more than a million persons were 
covered by these policies and the numbers are increasing 
rapidly. 





ORGANIZATION SECTION 591 






The past 10 to 15 years of constructive advances in the field 
of voluntary health insurance have shown that: The great 
majority of American people do want to pay their own way. 
It is desirable that the individual should participate in the 
cost of his illness for the purpose of reducing long-stay and 
abuses. A certain amount of medical care is an expectable 
item on any family budget. For this reason the promotion of 
the benefits that are comprehensive is not sound because it is 
the need for protection against the financial impact of truly 
major sickness or injury that must be emphasized. 


(2) Policing Its Own Ranks: Every medical society in the 
country has been urged by the American Medical Association 
to crack down firmly on any physician who charges exorbitant 
fees. 

(3) Establishing Mediation Committees: In all professions, 
friction sometimes arises between the professional members 
and those they serve. The medical profession has established 
mediation, or grievance, committees to hear and fairly resolve 
complaints against physicians in regard to fees or care pro- 
vided. Evidence of local societies’ concern for the patient's 
satisfaction is the fact that nearly 500 medical societies now 
operate such committees. 


(4) Encouraging Fee Discussions: Misunderstanding is often 
the basis for complaints about the cost of medical care. In 
many cases, when patients talk over expenditures with their 
doctors, friction disappears. For this reason A. M. A. has been 
encouraging physicians to estimate in advance with patients 
not only medical charges but hospital, drug and other costs 
involved in illness. 

(5) Stimulating Good Business Practices: To reduce fee mis- 
understandings the American Medical Association urges all 
physicians to itemize medical bills and to follow orderly busi- 
ness procedures in submitting medical bills. 

Since time immemorial, the physician has been called upon 
to render professional services to the indigent without compen- 
sation. Every doctor spends a proportion of his working hours 
dispensing free medical care. The dollar value of these services 
is considerable but cannot be estimated with accuracy. 

Because protests have been made at various times that medi- 
cal care is being denied certain individuals because of its cost, 
the American Medical Association in 1952 urged its societies 
to undertake energetic campaigns to organize and vigorously 
promote programs which at the county level offer to provide 
services of a physician to anyone unable to pay. Such programs 
have been highly successful. It is necessary to bring such pro- 
grams to the attention of the public, because in many instances 
the public is not aware that medical service is available locally 
without cost to those unable to pay. 

In addition to setting up the mechanisms to provide medical 
care to all, regardless of ability to pay, 577 county medical 
societies are taking an active part in providing medical care for 
indigent citizens in cooperation with state and county authori- 
ties. 

There are two groups of individuals who are unable to meet 
the cost of illness at the time it occurs—the frankly indigent 
and the medically indigent. 

The indigent are dependent on outside assistance for the 
basic necessities of life. The American Medical Association 
believes that the medical care of this group is a local and 
state government responsibility. No program of health insur- 
ance is practical for this group since they are unable to pur- 
chase it. We believe that direct payment at the time of illness 
for this group is the most practicable and economic approach. 

The medically indigent are normally able to meet the cost 
of their daily needs and to purchase health insurance.- They 
are, however, unable to meet the cost of illness when it occurs. 
This group can be reduced by educating them in the necessity 
of giving health protection priority in their expenditures. How- 
ever, when illness occurs, they require aid by direct payment 
of their health costs from local and state funds. 

We are carrying on through personal field visits studies of 
successful local indigent medical care plans with the purpose 
of extending adequate care to all persons who are indigent 
and to the borderline group which we call the medically in- 
digent. From the findings we expect to obtain useful data that 
will aid in the solution of this very difficult problem. 
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In view of the progress being made toward solving our health 
problems we have reasons for encouragement but not com- 
placency. The American Medical Association has always ac- 
cepted and carried out the responsibility of leadership in safe- 
guarding the public health, raising the standards of medicine 
and making good medical care available to the people. 


This nation’s medical progress over the past half century has 
given the United States the world’s highest standards of health 
and medical care and has made it the world center of medical 
education and research. That progress has been achieved under 
a voluntary system which emphasizes free enterprise, individual 
initiative and responsibility, and cooperative effort. It has been 
accomplished not by physicians alone but with the help and 
cooperation of allied professions, many branches of science, 
nurses, hospitals, business, industry, education and all segments 
of American society. 


Our most urgent effort should now be directed to the solu- 
tion of the problem of the medically indigent and the chroni- 
cally ill. We believe that this objective can be reached without 
major change in our existing mechanism. 


FEDERAL MEDICAL LEGISLATION 


Health Services Reinsurance 


Congressman Wolverton (R., N. J.) in H. R. 6949 would 
create an independent federal health reinsurance corporation 
and authorize a 50 million dollar appropriation with which to 
start reinsurance of nonprofit health plans against losses over 
$1,000, thus encouraging them to write unlimited coverage. 
The federal corporation would repay the health plan two- 
thirds of the claims in excess of $1,000 paid in any 12 months. 
Premiums charged for reinsurance health service contracts 
would be 2% of the total gross payments received by the 
health service association. Three directors would be appointed 
for six year terms by the President of the United States and 
would be confirmed in the Senate. The health plan would be 
required to limit its out-of-state subscribers to 25% of the 
total membership and would have to accept nongroup appli- 
cants. The physicians and hospitals would have to agree to 
limit any additional charges to 25% of any established fee 
schedule. 

Under the proposed plan, premiums would be based on the 
subscriber’s income. No participating health plan would be 
permitted to pay its subscribers in cash benefits. Subscribers 
to health plans would be covered up to 75% on the cost of 
the first 12 visits by licensed physicians and up to 95% on the 
cost of all benefits on medical care contracts. Operating ex- 
penses of the federal corporation would be covered, when 
necessary, by appropriations from Congress. Health service 
associations would have the right to appeal federal corpora- 
tion decisions to the U. S. Circuit Court of Appeals. This meas- 
ure is not the President’s reinsurance bill, which has not as yet 
been introduced. This bill is similar to H. R. 8746, introduced 
by Mr. Wolverton, June 7, 1950. The new bill was referred 
to the Interstate and Foreign Commerce Committee. 


Loans for Construction of Medical Facilities 

Congressman Wolverton (R., N. J.) would amend the Hill- 
Burton Hospital Construction Act, by H. R. 6951, to provide 
mortgage loans insurance similar to Federal Housing Admin- 
istration loans, to stimulate private investment for the con- 
struction of medical facilities. The bill requires at least 75% 
of any facility for which an insured loan is granted to be 
devoted to members of a group participating in a prepayment 
health plan. Banks, investment houses, physicians, and other 
groups could apply to the Surgeon General for insurance on 
loans for medical centers, hospitals, clinics, doctors’ offices, 
and other facilities. Mortgages could not exceed 5 million 
dollars and would have to be paid back within 25 years, with 
interest rates set at 5% or less. Similar measures were intro- 
duced in the previous session of Congress. This bill was re- 
ferred to the Interstate and Foreign Commerce Committee. 





The summary of federal Icgislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 


J.A.M.A., Feb. 13, 1954 








Loans to Nonprofit Health Associations 

In H, R. 6950, Congressman Wolverton (R., N. J.) proposes 
authorization for an appropriation of 5 million dollars a year 
for the next two fiscal years and 10 million dollars a year for 
the next three succeeding fiscal years, or a total of 40 million 
dollars over a five year period for long-term, interest-bearing 
loans to assist voluntary nonprofit health service associations 
in obtaining facilities and equipment. To obtain a loan, the 
association would submit to the Surgeon General of the U. §. 
Public Health Service evidence of (1) control of the practice 
of medicine and dentistry solely by duly licensed members of 
the professions involved, (2) control of the general administra- 
tion of the plan by a governing board, “a majority of whose 
members shall be persons who do not themselves furnish, or 
represent other persons that furnish health services,” (3) satis- 
factory compensation to participating physicians and the gov- 
erning board, (4) voluntary participation in the plan by bene- 
ficiary members and by physicians, and (5) agreement by the 
plan to render services in case of emergency to any resident 
of any community whether or not they are members of the 
plan. 

The National Health Services Facilities Council of 14 
members would formulate standards with the Surgeon General 
for making loans to eligible health service plans. The council 
would consist of 1 representative each, of the Department of 
Labor and the Department of Agriculture, and 12 members 
appointed for four year terms by the Surgeon General. Three 
would represent “operating non-profit prepaid medical service 
plans.” Three would be representatives of bona fide national 
farm programs, and three would be representatives of bona 
fide national labor organizations, and three would be mem- 
bers of the medical, dental, and nursing professions. This bill 
was referred to the Interstate and Foreign Commerce Com- 
mittee. 


Deduction of Health Insurance Plans 


Congressman Wolverton (R., N. J.) in H. R. 6952 would 
amend the Internal Revenue Code to permit the deduction 
of “certain payments for health insurance without regard to 
the 5S per centum limitation” placed on medical expenses 
above which deductions may be made from income in calculat- 
ing income tax. There are a number of similar bills already 
before the 83rd Congress. This bill was referred to the Ways 
and Means Committee. 


Social Security Extension 


Congressman Curtis (R., Neb.) in H. R. 6863 would extend 
Old Age and Survivors Insurance to about 5 million more 
already retired aged persons. Mr. Curtis, chairman of the 
Subcommittee Investigating Social Security Programs, states 
that this bill represents his personal opinions on social security, 
not those of the administration. Coverage would also be ex- 
tended to almost all occupations, including the medical profes- 
sion, not now covered. The coverage provisions are virtually 
identical with the previously reported administration’s H. R. 
6812, introduced Aug. 3, 1953, by Congressman Daniel Reed, 
chairman of the Committee on Ways and Means. The Curtis 
bill would retain the present wage relation benefit provisions 
by (1) continuing the monthly payments up to the present 
maximum of $85, (2) increasing the monthly benefits to $45 
for all those who are not now receiving that amount, (3) 
maintaining the contributory principle of the present law, and 
(4) continuing the present trust plan. The present limit of $75 
a month maximum earnings, for persons under social security, 
would be increased to a total of $1,000 annually instead of 
being computed on a monthly basis. The bill also provides 
that payments to the social security fund would be discon- 
tinued when a retired worker reaches 66 years and has paid 
for 40 quarters of coverage. This bill was referred to the Ways 
and Means Committee. 


Lengthening Presumption-of-Service-Connection Period 
for Arthritis 

In H. R. 6867, Congressman Ayres (R., Ohio) proposes “to 
amend the veterans regulations to provide that arthritis de- 
veloping a*ten per centum or more degree of disability within 
three years after separation from active service shall be pre- 
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sumed to be service-connected.” The present period is for one 
year. This bill was referred to the Committee on Veterans’ 


Affairs. 

Lengthening Presumption-of-Service-Connection Period for 
Active Tuberculosis, Multiple Sclerosis, and the 

Chronic Functional Psychoses 


Congresswoman Rogers by H. R. 6931 would “amend vet- 
erans regulations to establish for persons who served in the 
Armed Forces during World War II a further presumption 
of service connection for multiple sclerosis and the chronic 
functional psychoses . . . and active pulmonary tuberculosis 
or all other types of active tuberculosis . developing a 
10 per centum degree of disability or more within three years 
from the date of separation from active service.” This bill 
is almost identical with H. R. 33 introduced by Mrs. Rogers 
in January, 1953, and previously reported. The bill was re- 
ferred to Committee on Veterans’ Affairs. 


Treaties and Executive Agreements 

Congressman Bow (R., Ohio) in H. J. 327 proposed an 
amendment to the Constitution invalidating any provision of 
any treaty or executive agreement that denies or abridges the 
rights guaranteed by the Constitution. Treaties would become 
effective as internal law within the United States “only through 
legislation which would be. valid in the absence of treaty.” 
This bill, identical with S. J. Res. 1, the Bricker Amendment, 
and several other measures previously reported, was referred 
to the Judiciary Committee. 


STATE MEDICAL LEGISLATION 


Arizona 


Bills Introduced.—H. 18, proposes the enactment of a licensing law for 
registered optometrists. H. 47, proposes the enactment of a premarital 
examination law that would require each party to a marriage to present 
a certificate from a duly licensed physician showing freedom from syphilis 
in a communicable stage. H. 73, proposes an appropriation to the state 
department of health for the establishment of a statewide preventive 
mental health program. 


Kentucky 


Bill Introduced.—S. 24, proposes the creation of a state medical edu- 
cation board and the establishment of a program thereunder granting loans 
and scholarships to medical students contracting to practice for a certain 
length of time in Kentucky after they have received their medical license. 


Massachusetts 


Bills Introduced.—H. 48, to amend the law relating to medical examina- 
tion of minors, proposes that a physical examination by a registered 
physician or surgeon acting under the authority of the department of 
public health on the person of a minor who voluntarily submits thereto 
shall not constitute an assault or an assault and battery on such minor. 
H. 52, proposes to authorize the department of public health to prescribe 
and establish rules and regulations to control the transportation, packag- 
ing, distribution, production, and disposal. of radioactive materials that 
may affect the public health or the health of persons exposed to radio- 
activity or ionizing radiation. H. 141, proposes to direct the University 
of Massachusetts to immediately establish, as a part of the university, 
schools of medicine and dentistry, the medical school to achieve and 
maintain standards of medical education prescribed by the American 
Medical Association for a grade A medical school. H. 255, proposes the 
creation of a board of registration of sanitarians and defines the word 
“sanitarian’”? as a person with a broad basic education in the physical, 
biological, and social sciences, supplemented by specialization in the 
field of sanitary sciences and technology, who is qualified to carry out 
instructional and inspectional duties and enforce the laws in the field of 
environmental sanitation. H. 481, proposes the creation of a board of 
registration of chiropractors and defines chiropractic as the science of 
locating and removing by hand adjustment only, interference with the 
transmission or expression of nerve force in the human body, by the 
correction of misalignment of subluxations of the vertebral column. It 
excludes operative surgery, prescription or use of drugs or medicines, or 
the practice of obstetrics, except that the x-ray and analytical instruments 
may be used solely for the purposes of examinations. H. 510, proposes to 
require the creation and establishment of a school of medicine to be 
located in the city of Boston or its vicinity to be under the management 
and control of the board of trustees of the University of Massachusetts. 
The medical school shall establish and maintain standards of admission. 
scholarship, and teaching, which shall be in accordance with standards 
approved by the Council on Medical Education and Hospitals of the 
American Medical Association. H. 546, proposes the creation of a 
special commission for the purpose of making an investigation and study 
relative to the training of medical laboratory technologists. H. 605, to 
amend the medical practice act, proposes to authorize applicants who 
fail to pass the examination given by the board to be reexamined twice 









ORGANIZATION SECTION 593 





within the next two years. H. 606, to amend the law relating to physical 
therapists, proposes to require all registered physical therapists to renew 
their licenses annually. H. 607, proposes to set forth certain minimum 
standards of behavior to be observed by all doctors and other researchists 
at all times during experimentation, tests, and trials om. human beings. 
Among other things, the proposal requires the express voluntary consent 
of the human subject to undergo medical or surgical experimentation, 
requires that a subject shall be given a thorough beforehand explanation 
of the project and of his right to withdraw from the experiment at any 
time and requires that the subject must have the legal capacity to give 
consent and be so situated as to be able to exercise free power of choice 
without the intervention of any element of force, fraud, deceit, duress, 
overreaching, secrecy concerning any and all details known to the 
experimenting doctor or researchist, or other ulterior form of constraint 
or coercion. The experiment to be performed must promise a recognizable 
likelihood that it will result in good for humanity, unprocurable by other 
means or methods of study, it shall be designed and based upon the 
knowable facts of medical art and science as to support a reasonable 
anticipation of resultant benefit to human beings, it shall be so conducted 
as to avoid all unnecessary physical and mental suffering and injury, it 
shall not be initiated or conducted at any stage of which there is reason 
to believe that death or disabling injury will possibly or probably occur, 
The degree of risk to the human experimental subject shall never exceed 
that determined by the humanitarian importance of the problem being 
studied. H. 608, proposes that no agency of the commonwealth or political 
subdivision thereof shall treat any public water supply with fluorine or 
any fluorine compound or make any water so treated available for 
general use in any hospital, school, or other institution, or transport, 
store, or hold in possession for such general use any fluorine or fluorine 
compound in any area contributory or contiguous to any public water 
supply. H. 641, proposes to direct the trustees of the University of 
Massachusetts to establish and maintain in metropolitan Boston a graduate 
school for instruction in the basic medical sciences, such school to achieve 
and maintain the standards of medical education prescribed by the 
American Medical Association for Grade A medical schools. H. 694, 
proposes to amend the law relating to reports of physicians and hospitals 
by providing that a physician or hospital officer who treats or visits a 
person addicted to the use of narcotics shall furnish forthwith to the 
department of public health the name and address of such person. H. 794 
and H. 795, propose the enactment of a cash sickness compensation law. 
H. 945, proposes the creation of a Massachusetts memorial medical 
scholarship board to provide annual scholarships for the study of medicine 
and for the study of nursing. H. 1001, proposes the enactment of a dis- 
ability benefits law. H. 1068, proposes the creation of a board of registra- 
tion of dispensing opticians for the registration, examining, and licensing 
of persons desiring to practice as dispensing opticians. H. 1070, pro- 
poses to authorize the department of public health to establish and 
maintain an alcohol clinic in the city of Lawrence. H. 1184, proposes to 
direct the University of Massachusetts to immediately establish a school 
of medicine in the commonwealth. H. 1236, proposes the creation of a 
cash sickness compensation law. H. 1410, proposes to direct the trustees 
of the University of Massachusetts to construct and maintain a medical 
school affiliated with the University of Massachusetts to be located in or 
near Boston. H. 1423, proposes the establishment of a medical school 
by the trustees of the University of Massachusetts to be located in 
Boston or its vicinity. H. 1471, proposes the enactment of a sickness 
security act. H. 1489, proposes that whoever purchases or acquires a dog, 
cat, or bird to be used for experimentation of mutilation while alive 
shall keep a record and submit a report thereof to the commissioner of 
public safety and that such record shall be open to the inspection of the 
commissioner of public safety and all police officials. H. 1542, proposes 
that no person may be employed as a counsellor or instructor in any 
recreational camp by any individual or organization unless such person 
has first undergone an examination by a qualified psychiatrist. H. 1766, to 
amend the medical practice act, proposes to require each physician to 
register his license annually. H. 1999, proposes the creation of a board of 
registration of chiropractors and defines chiropractic as the science of 
locating and adjusting by hand or by other means that may be recom- 
mended by chiropractic authority to increase efficiency, interference with 
transmission or expression of mental impulses (nerve forces) in the human 
body by correction of subluxations or misalignment of the vertebral 
column, X-ray and analytical instruments may be used for purposes of 
examination. It excludes the use of surgery. H. 2103, proposes to direct 
the trustees of the University of Massachusetts to establish and maintain 
one or more graduate schools for instruction in the basic medical sciences 
to be known as the University of Massachusetts Medical School, such 
school to achieve and maintain standards of medical education prescribed 
by the American Medical Association. H. 2138, proposes the enactment 
of a law establishing a system of compulsory nonindustrial accident and 
health insurance benefits. H. 2185, proposes that no person shall hold 
himself forth as a doctor unless he has received the degree of doctor 
in his field from a university, college, or school empowered to grant such 
degree and that all persons who wish to designate themselves as doctors 
shall affix immediately following their names the proper letters of aca- 
demic usage pertinent to the degree which they hold. H. 2187, proposes 
that any hospital owned or operated by the commonwealth that gives 
treatment to patients afflicted with cerebral palsy shall procure sufficient 
facilities and provide adequate personnel to give such patients proper 
physical therapy treatment or such other treatment as it is deemed 
essential for their care. S. 20, to amend the law relating to the examina- 
tion of school children, proposes that such children shall be separately and 
carefully tested and examined at least once each year in every school to 
ascertain defects in sight or hearing. S. 242, proposes the establishment 
in the department of education of a school of chiropody attached to the 
University of Massachusetts for the training of students in the field of foot 
care. S. 353, proposes the enactment of a cash sickness compensation act. 
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S. 457, to amend the law relating to physical therapy, proposes to define 
a registered physical therapist as a person registered under the act for 
the treatment of any bodily or mental condition of any person by the 
use of the physical, chemical, and other properties of heat, light, water, 
electricity, massage, and active and passive exercise. 


Bill Enacted.—S. 243, has become Res. Ch. 1 of the Resolves of 1954. 
It provides for the continuance of a special commission established in 
1951 to investigate the establishment of a state medical and dental school 
under the jurisdiction of the University of Massachusetts. This commission 
Shall also consider, investigate, and study the establishment of a New 
England board of education, proposed compacts among the New England 
States authorizing cooperative planning in the field of medicine, dentistry, 
veterinary medicine, and technical, professional graduate training. 


MEDICAL SOCIETY OF VIRGINIA 


Seventeen physicians of Richmond and Manchester met on 
Dec. 15, 1820, to form the Medical Society of Virginia and 
the following month adopted a constitution. The preamble 
stated: “Considering that the science of medicine occupies a 
distinguished rank in the circle of the liberal arts and sciences, 
and that its advancement is intimately connected with the 


happiness and prosperity of every well-regulated society: that 
the good people of this commonwealth have heretofore suf- 
fered great inconvenience and injury from an almost exclusive 
dependence on foreign institutions for instruction in the prin- 
ciples of this essential branch of knowledge: that the character 
and best interests of the state require that the evils of such 
dependence should, as far as possible, be removed, by the 
introduction of institutions of our own: and that an associa- 
tion having in view this object, long so highly prized and so 
anxiously expected by its liberal minded inhabitants, is now 
deemed practicable: a number of the members of the medical 
profession have formed themselves into a society. . . .” At 
the same session a resolution was adopted that provided “that 
no person holding in part or whole any patent medicines, or 
remedies for diseases, shall be eligible to a seat in this society; 
and any member who may hereafter become interested directly 
or indirectly, in any such patent, shall thereby absolutely 
forfeit his seat, and the word ‘expelled’ written opposite his 
name in the record book.” Three years later, on Jan. 2, 1824, 
the society was incorporated—a rather futile gesture, since 
in November of that year its last meeting was held. Its de- 
mise was later attributed to “apathy and indifference which 
most unaccountably palsied the exertions of the profession.” 
After 17 years the society, on Dec. 27, 1841, readopted the 
old constitution and began again. 
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Although its title implied statewide participation and despite 
the fact that some attempts at reorganization were made, for 
almost 10 years the society remained virtually a local Rich- 
mond organization, with some associate and nonresident mem- 
bers. Agitation against the control of the Richmond group was 
strengthened by the Stethoscope, the first Virginia medica] 
journal, which focused attention on the need for a strong, 
unified front in working for medical legislation and called for 
repeal of the law that “taxed the profession of medicine, 
without protecting or even recognizing it, the enactment of 
laws for the suppressions of quackery, and the promotion of 
science, a registration act, a licentiate board, a proper coroner’s 
system, and other measures of this character.” A plan of re- 
organization was adopted in April, 1851. On April 27, 1852, 
the first annual meeting of the reorganized society was called. 
Resolutions were adopted favoring appointment by law of a 
board of medical examiners, elevation of standards of medical 
education, and support of those medical schools that would 
cooperate in carrying out the society’s proposals for reform. 
As time went on, however, arguments over these matters grew 
to such proportions that little of the society’s meeting time was 
devoted to scientific discussions, their place being usurped by 
attacks and counterattacks on medical teaching in Richmond, 
disputes over establishment of a society-owned journal, and 
even opposition to a previously adopted resolution that had 
requested a legislative bill “requiring that the venders of all 
secret nostrums be required to put on each package of their 
medicines a printed label, in plain English, stating the ingre- 
dients of which it is composed.” Interest flagged, and at the 
annual meeting in Richmond in 1855, out of a membership 
of 450, only 20 persons (6 from outside the city) attended. In 
1859 the society held its last meeting, its death being caused, as 
Dr. Wyndham B. Blanton points out, “not by the approach- 
ing war but by insistence upon a resolution advocating a board 
of medical examiners.” 

Eleven years later, at the call of the medical societies of 
Abingdon, Lynchburg, and Richmond, a convention of 147 
physicians met at the Medical College of Virginia in Rich- 
mond to organize again the Medical Society of Virginia, the 
present society, which was incorporated Jan. 14, 1871. The 
group urged “our medical brethren in the several towns and 
cities of Virginia to convene and organize local societies auxil- 
iary to the Medical Society of Virginia” and opposed “the 
low-fee and eleemosynary system of education at present in 
vogue in some of the medical schools of the country.” 

Over the years the society fought for various legislative 
measures. An approximately 30-year war for a board of medi- 
cal examiners, culminated in passage of the acts of 1883-1884. 
Dr. Blanton discusses the acts in the trilogy “Medicine in 
Virginia,” which, prepared under the direction of the Medical 
Society of Virginia, deals with the state’s medical history from 
1607 to 1900. 

In the current century, membership in the society has risen 
to 2,368 in 46 component societies. Its headquarters at 1105 
W. Franklin St., Richmond, accommodate not only its own 
offices but those of the Virginia Academy of General Practice 
and the Virginia Medical Monthly, the society's official publi- 
cation. Established in April, 1874, as the Virginia Medical 
Monthly, its name was changed to the Virginia Medical Semi- 
Monthly in April, 1896, but reverted to its first and present 
title in January, 1918, when it was purchased by the society. 

On Jan. 5 a conference on problems of the medically in- 
digent, sponsored in Richmond by the society and the Vir- 
ginia Council on Health and Medical Care, was attended by 
officers of component medical societies, members of the county 
boards of supervisors, state civic groups, the Virginia Hospital 
Association, and members of the state legislature. On Nov. 
1-3 the society will join with the Medical Society of the Dis- 
trict of Columbia in “The First Interstate Scientific Assembly 
of the Medical Society of the District of Columbia and the 
Medical Society of Virginia.” The annual meeting of the 
society will be held in Roanoke, Oct. 18-21. Its officers are Dr. 
Vincent W. Archer, Charlottesville, president; Dr. Carrington 
Williams, Richmond, president-elect; Drs. David S. Garner, 
Frank E. Tappan, and A. Tyree Finch, Farmville, vice-presi- 
dents; and Robert I. Howard, Richmond, executive secretary- 
treasurer. 
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DISTRICT OF COLUMBIA 
Seminar on Hepatic Disease.—“Diseases of the Liver and 
Biliary Tract,” the third Midwinter Seminar of the Medical 
Society of the District of Columbia, will be held Feb. 16-18 at 
8 p. m. in the medical society building, 1718 M St. N. W., 
Washington, D. C. The guest moderator will be Dr. Franklin 
M. Hanger, professor of medicine, Columbia University Col- 
lege of Physicians and Surgeons, New York. The Tuesday eve- 
ning program on jaundice will include discussions on bile 
formation, infectious hepatitis, differential diagnosis of jaundice, 
and the presentation of case problems. Case problems will also 
be presented at the Wednesday program on portal hypertension, 
which will include the following papers: 


Portal Circulation; Mechanisms of Ascites, Major Edward J. Jahnke Jr., 
Washington, D C. 

Hematemesis in Portal Cirrhosis, Lt. Col. Eddy D. Palmer, Washington, 
D C. 

Diflerential Diagnosis in Ascites, Franklin M. Hanger, New York. 


On Thursday evening the following symposium on therapy 
will be presented: 


Outline of Therapy in Diseases of the Liver and Biliary System, 
Franklin M. Hanger, New York. 

Medical Therapy in Hepatic D-sease, Gerald B. Ph llips, Bethesda, Md. 

Medical Therapy in Biliary Tract Disease, Thomas S. Sappington, 
Wash ngton, D. C. 

Treatment of Hemolytic Jaundice, Charles E. Rath, Washington, D. C, 

Indcat ons for Gallbladder Surgery, William §. McCune, Washing- 
ton, D. C. 

Ind cations for Portacaval and Other Shunts, Charles A. Hufnagel, 

Washington, D. C. 


Society News.—The District of Columbia Society for Crippled 
Children is sponsoring lectures at the society headquarters, 
1767 Massachusetts Ave., N. W. On Feb. 16, 3:30-4:30 p. m., 
“Intrauterine and Neonatal Infections and Brain Damage” will 
be presented by Dr. Mario Mollari, professor of bacteriology, 
Georgetown University School of Medicine, Washington, D. C. 
On Feb. 23 Dr. Morris I. Michael, instructor of medicine, 
Georgetown University School of Medicine, will discuss “Met- 
abolic Disturbances and Brain Damage.” 


ILLINOIS 

Appointments by the Governor.—Gov. William G. Stratton 
has named the following physicians to serve in public health 
agencies: Drs. Theodore R. Van Dellen, Chicago, and Harlan 
A. English, Danville (Hospital Licensing Board); Drs. Fred H. 
Decker, Peoria, Gilbert H. Edwards, Pinckneyville, and James 
P. Grier, Evanston (Advisory Board to the Bureau of Cancer 
Control); and Dr. Irving H. Neece, Decatur (Advisory Hos- 
pital Council). 


Narcotic Violation.—Dr. George G. Moore, 209 W. Fifth St., 
Benton, pleaded guilty in the U. S. District Court at Benton to 
a violation of the federal narcotic law. On Nov. 19, 1953, 
sentence was suspended, and he was placed on probation for 
three years and was fined $750. 


Chicago 

Robins Memorial Meeting.—The Chicago Medical Society and 
the Chicago Pediatric Society will assemble for a joint session, 
Feb. 16, 8 p. m., at the Nurses’ Home, Children’s Memorial 
Hospital, 707 Fullerton Ave., for the Dr. Louis S. Robins me- 
morial meeting. Dr. Sidney O. Levinson has been invited to 
present “His Early Years” and Drs. William Saphir and Otto 
Saphir, “His Illness.” “Myasthenia Gravis” will be discussed 
by the guest speaker, Dr. Lee McKendree Eaton, professor of 
neuropsychiatry, Mayo Foundation, Rochester, Minn. Tele- 
phone messages may be received at Diversey 8-4040. 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 
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Society News.—The Chicago Diabetes Association and Service 
Unit announces the opening of its new office, Room 909, Mal- 
lers Bldg., 5 S. Wabash Ave., Chicago 3; telephone ANdover 
3-1861. Visitors are welcome Monday through Friday from 
10:30 a. m. to 3:30 p. m. The Institute of Medicine of 
Chicago announces the election of the following officers for 
1954: president, Dr. Willis J. Potts; vice-president, Dr. Don C. 
Sutton; secretary, Dr. George H. Coleman; and treasurer, Dr. 
E. Lee Strohl. On Feb. 18, 8 p. m., the Jackson Park 
branch of the Chicago Medical Society in cooperation with 
the Chicago Heart Association will present “The Use of Anti- 
coagulant Drugs” by Dr. Emmet B. Bay, University of Chi- 
cago School of Medicine. Discussants on the program, which 
will be held at Billings Memorial Hospital, 950 E. 59th St., 
are Dr. Norman B. Roberg of the University of Illinois Col- 
lege of Medicine and Dr. George F. O’Brien of the Stritch 
School of Medicine of Loyola University. Reservations for the 
dinner, 7 p. m., must be made by noon, Feb. 18, through Dr. 
Andrew J. Brislen (MIdway 3-0400). At 9:30 p. m., Feb. 18, 
the West Side branch of the Chicago Medical Society in co- 
operation with the Chicago Heart Association will hold a 
round-table conference on acute coronary disease at St. Anne’s 
Hospital, 4950 W. Thomas St. (EStebrook 8-7100). “Patho- 
logical Aspects” will be presented by Dr. William B. Wartman, 
“Diagnosis” by Dr. Gilbert H. Marquardt, and “Treatment” by 
Dr. Lyle A. Baker, who will also serve as moderator. The panel 
members are all from Northwestern University Medical School. 
All physicians are invited to both of these meetings. 
















INDIANA 

Medical Civic Dinner.—The Vanderburgh County Medical 
Society announces that Frederick C. Othman, Washington, 
D. C., Scripps-Howard newspaper columnist, will present “Con- 
fusion on the Potomac” at the annual Medical Civic Dinner, 
Hotel McCurdy, Evansville, Feb. 18. 


MARYLAND 

Society News.—Dr. Kenneth K. Keown, associate professor of 
anesthesiology, Hahnemann Medical College and Hospital of 
Philadelphia, will present an illustrated lecture on hypothermia 
at the meeting of the Baltimore City Medical Society, Feb. 19, 
8:30 p. m., in Osler Hall, 1211 Cathedral St. 


Lecture on Carcinoma of the Cervix.—Dr. Isadore Lampe, 
professor of roentgenology, University of Michigan Medical 
School, Ann Arbor, will discuss “Radiation Therapy of Carci- 
noma of the Cervix” at a joint meeting of the Radiological 
Section of the Medical and Chirurgical Faculty of the State 
of Maryland and the Obstetrical and Gynecological Society 
of Maryland, Feb. 16 at the Sheraton Belvedere Hotel, Balti- 
more. A roentgenogram reading session, 5:30 p. m., will pre- 
cede dinner, which will be followed by the scientific session at 
8:30. All who are interested are invited to attend the film read- 
ing session and the formal lecture. 


MASSACHUSETTS 

House Officers Sponsor Lecture——The House Officers’ Asso- 
ciation, New England Center Hospital, Boston, announces that 
on Feb. 19 at 7 p. m. Dr. Thomas P. Almy, New York, will 
discuss “Experimental Evidence on the Nature of Cardiospasm” 
in the Stearns Auditorium of New England Center Hospital. , 
All interested persons are invited. 


Radioactive Isotopes——The annual Tufts Medical Alumni lec- 
ture will be given at the Tufts College Medical School, Bos- 
ton, Feb. 16, 11 a. m. Dr. Patrick J. Fitzgerald, professor of 
pathology, State University of New York College of Medicine 
at New York City, Brooklyn, will discuss “Radioactive Iso- 
topes in Pathology.” Physicians and students are invited. 
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NEBRASKA 


Nebraska Hospitals Built with Hill-Burton Aid.—The Nebraska 
State Department of Health in cooperation with the Nebraska 
State Medical Society, the Nebraska Hospital Association, and 
the University of Nebraska made a state-wide survey in 1945 
of its acceptable beds in general hospitals. This survey formed 
a basis for the initial state plan developed under the Hospital 
Construction and Survey Act (Hill-Burton program), which was 
approved by the U. S. Public Health Service in January, 1948. 
Then in 1953 after a period of intensive construction work, the 
State department of health completed another hospital survey 
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The total cost of all general hospital and allied construction 
completed or under contract as of January, 1954 is estimateg 
to be 18 million dollars, and of this the Nebraska State Agency 
has allocated federal funds in excess of $5,300,000. The esti. 
mated cost of similar projects definitely programed, but not 
yet under contract, is in excess of 11 million dollars, and of this 
about 5 million dollars in contracts will be let during the cur. 
rent year. The estimated cost of projects now developing at the 
local level and having a reasonable chance of success is 2 
million dollars. Some of the hospitals aided by the Hill-Burton 
program are shown on the opposite page. 
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by actual inspection of the various hospital plants. The two 
maps on this page show that 3,960 acceptable beds in gen- 
eral hospitals were available in 1945 and that 5,313 accept- 
able beds in general hospitals were available in July, 1953. 
These maps show also the location of the general hospitals 
and the number of beds, but they do not show the very con- 
siderable amount of construction that has been undertaken 
during this period by the board of control in the Nebraska 
state mental health hospitals, and many other excellent con- 
struction projects for the care of the sick undertaken entirely 
with local resources. 









The Nebraska Psychiatric Institute on the campus of the 
University of Nebraska College of Medicine in Omaha will 
provide diagnostic facilities and short term treatment for the 
mentally ill, as well as a training center for psychiatrists and 
the allied professions. It will have all necessary facilities for 9° 
inpatients, as well as facilities for outpatients, and day patients. 
The construction cost of this project is estimated to be $1,390,- 
000, the equipment cost $200,000, and the architect's fees and 
miscellaneous costs $100,000. The Memorial Hospital at Schuy- 
ler in Colfax County, which received its first patient in No- 
vember, 1953, is in a predominantly rural area with a probable 
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trade area population of about 5,000. It has a maximum 
capacity of 30 adults together with 10 bassinets. The construc- 
tion costs were $275,000, the equipment $45,000, and the 
architect’s fees and miscellaneous costs $17,000. The Com- 
munity Memorial Hospital at Ogallala in Keith County, also 
constructed under the Hill-Burton program, received its first 
patient in September, 1952. The total service area population 
of this community is between 5,000 and 6,000. The hospital 
has a capacity for 30 adults and 10 bassinets. All patient rooms 
have semiprivate or private accommodations. The construction 
costs of this hospital were $367,000, the equipment $52,000 
and the architect’s fees and miscellaneous costs $22,000. The 
Kearney County Community Hospital at Minden, which is 
expected to be completed in April, 1954, will provide accom- 
modations for 25 adults and 8 newborn infants. The service 
area population of this community is about 4,500. The patient 
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NEW YORK 

Dr. Ravdin to Deliver Roswell Park Lecture—On Feb. 18 
the Buffalo Surgical Society will sponsor the Roswell Park 
lecture by Dr. Isidor S. Ravdin, professor of surgery, Uni- 
versity of Pennsylvania School of Medicine, Philadelphia. Dr. 
Ravdin will be awarded the society’s gold medal given in 
honor of Dr. Roswell Park, professor of surgery, University 
of Buffalo, 1883-1914. 


Society News.—A course on resuscitation of the newborn will 
be given for residents and interns under the auspices of the 
Child Health and Welfare Committee of the Medical Society 
of the County of Kings Feb. 15, 1 p. m., in the auditorium 
of the “E” Building, Kings County Hospital, Clarkson and 
New York Avenues, Brooklyn. Members of the profession are 


Reading from top and left to right are the Nebraska Psychiatric Institute, Omaha; Immanuel School of Nursing, Omaha; County Community Hospital, 


Minden; Community Memorial Hospital, Ogallala; Memorial Hospital, Schuyler. 


accommodations are semiprivate in design, and all rooms have 
toilet and lavatory. The construction costs are estimated to be 
$290,000, the equipment $40,500, and the architect's fees and 
miscellaneous costs $17,500. The Immanuel Deaconess Insti- 
tute of Nursing at Omaha is being constructed under the Hill- 
Burton program and is expected to be completed in September, 
1954. This major addition will more than double the capacity 
of the present school of nursing and provide accommodations 
for 100 students, class rooms, and an auditorium. The esti- 
mated construction costs are $458,000, the equipment costs 
$65,000, and the architect’s fees and miscellaneous costs 
$28,000. 

The Hospital Survey and Construction Act (Hill-Burton 
program) provided funds approximating 30% of the total costs 
of such projects completed on July 1, 1953. While federal 
funds have supported only part of hospital construction in 
Nebraska during this period, the Hill-Burton program has 
Stimulated hospital construction undertaken with local re- 
sources. 


invited to hear Drs. Peter Gruenwald, assistant professor, 
obstetrics and gynecology (pathology), Richard L. Day, pro- 
fessor of pediatrics, and Merel H. Harmel, professor and ex- 
ecutive officer, department of anesthesiology, State University 
of New York College of Medicine at New York City, Brook- 
lyn.——“‘Heart Disease and Pregnancy” will be discussed at 
the meeting of the Medical Society of the County of Kings 
in McNaughton Auditorium, Brooklyn, Feb. 16. “Immediate 
and Remote Prognosis” will be presented by Leon C. Chesley, 
Ph.D., associate professor, State University of New York Col- 
lege of Medicine at New York City, Brooklyn. Dr. Charles A. ° 
Gordon, Brooklyn, chairman, Committee on Maternal Wel- 
fare, will have as his topic “Brooklyn 1937-1952,” and the 
summary will be given by Dr. Louis M. Hellman, Brooklyn. 


New York City 


Tumor Clinic —Dr. George T. Pack will discuss “Tumors of 
the Liver” at the Tumor Clinic Conference at Harlem Hos- 
pital Feb. 17 at 10:45 a. m. 
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Harvey Lecture.—Britton Chance, Ph.D., professor of medical 
physics, the Eldridge Reeve Johnson Foundation for Medical 
Physics, University of Pennsylvania, Philadelphia, will deliver 
the sixth Harvey lecture of the 1953-1954 series at the New 
York Academy of Medicine, Feb. 18. He will discuss “Enzymes 
in Action in Living Cells.” 


Dermatologic Lecture——Dr. Nathan Sobel, associate professor 
of clinical dermatology and syphilology, Post-Graduate Medi- 
cal School of the New York University-Bellevue Medical 
Center, will lecture on “Skin Diseases with Accompanying 
Oral Mucous Membrane Lesions” at the monthly conference 
of the New York Institute of Clinical Oral Pathology at the 
New York Academy of Medicine, Feb. 15, 8:30 p. m. 


Gifts to University—New York University announces receipt 
of a gift of $1,268,941 from the Samuel H. Kress Foundation 
toward the construction of the $8,500,000 medical science 
building scheduled for completion next spring at the New York 
University-Bellevue Medical Center. The new gift from the 
Kress Foundation brings to $3,882,000 the amount it has con- 
tributed to the center, about half for current support of the 
Post-Graduate Medical School of the New York University- 
Bellevue Medical Center and half for capital purposes in the 
construction of new facilities. The new building, a key structure 
in the $29,500,000 medical center, will provide facilities for 
the Post-Graduate School of Medicine and the College of Medi- 
cine, research laboratories, offices, library, and student facili- 
ties. The university also announced receipt of $105,000 from 
Mr. Winthrop Rockefeller, Little Rock, Ark., former chairman 
of the board of trustees of New York University-Bellevue 
Medical Center, who was recently elected a permanent hon- 
orary trustee in recognition of the time and service which, for 
many years, he has devoted toward the growth and develop- 
ment of the center. University Hospital will receive $26,250 
of the gift for medical, surgical, dietary, and housekeeping 
equipment. The balance will be applied toward construction 
costs of the medical science building. 


OHIO 


Special Train to San Francisco.—The Ohio State Medical As- 
sociation has arranged for a special train to the American Med- 
ical Association annual meeting in San Francisco, June 21-25. 
The all-room, air-conditioned train will leave Chicago June 12, 
reaching San Francisco June 20. Entertainment and tours have 
been arranged for stopovers in Salt Lake City (about 1 day), 
Los Angeles (2 days), and Yosemite National Park (2 days). On 
the return trip stops will be made at Portland, Ore.; three days 
and nights will be spent at Glacier National Park; and the party 
will arrive in Chicago July 3. The cost of the trip (about $500 
per person) includes all traveling expenses except meals and 
sightseeing at Los Angeles and San Francisco, one meal in 
Portland, and round-trip rail and Pullman fare between home 
city and Chicago. A booklet concerning the trip, will be mailed, 
on request to Mr. C. S. Nelson, secretary, 79 E. State St., 
Columbus 15. 


OKLAHOMA 


MacKenzie Memorial.—Dr. William J. Bryan Jr., Tulsa, has 
announced plans to have an oil portrait of the late Dr. lan 
MacKenzie painted and hung at Hillcrest Medical Center as 
a permanent memorial. Contributions may be sent to the 
Tulsa County Medical Society offices, B-9 Medical Arts Build- 
ing, Tulsa. Checks should be made payable to Mary Russell, 
treasurer. 


General Practitioners Meet in Tulsa.—The annual meeting of 
the Oklahoma Academy of General Practice will be held Feb. 
15-16 at the Tulsa Hotel in Tulsa. Out-of-state speakers and 
their first presentations include: 


William F, Guerriero, Dallas, Texas, Carcinoma of the Cervix. 

Horace L. Hodes, New York, Treatment of the Severe Forms of Polio- 
myelitis, and the Present Status of Measures Aimed at the Prevention 
of the Disease. 

Manuel E, Lichtenstein, Chicago, Clinical Significance of the Position 
and Station of the Appendix. 

Perrin H. Long, Brooklyn, Uses and Abuses of the Antibiotics. 

Carlo S. Scuderi, Chicago, Backache, from the Standpoint of a General 
Practitioner—Diagnosis and Treatment. 


J.A.M.A., Feb. 13, 1954 





PENNSYLVANIA 


University News.—The University of Pennsylvania announces 
establishment in the School of Veterinary Medicine of a de. 
partment of preventive medicine and hygiene, primarily {or 
the conduct of research on infectious diseases of animals, and 
to intensify research into animal diseases that may be com- 
municated to man. Headquarters from which the department 
will function will be based on New Bolton Center, the unj- 
versity’s 225-acre center in Chester county, near Kennett 
Square. The University is completing a laboratory building that 
will house the new department. Raymond Fagan, D.V.M.,, 
senior scientist in the communicable d’sease center of the U. §, 
Public Health Service, Kansas City, Kan., has been appointed 
chairman of the department, with the faculty status of asso- 
ciate professor of preventive medicine and hygiene in the 
veterinary school. In his most recent work at Kansas City 
Field Station Communicable Disease Center, Dr. Fagan has 
been stressing the epidemiology of animal-born diseases, such 
as rabies, leptospirosis, brucellosis, and psittacosis. He is an 
associate editor of the Journal of the American Veterinary 
Medical Association. 


Philadelphia 


Forum on Rehabilitation.—The Philadelphia County Medical 
Society, Health and Welfare Council, and the Hospital Council 
of Philadelphia will sponsor the forum “Rehabilitation and 
Medical Practice” at the Medical Society Auditorium, Feb, 
18, 4-5:30 p. m. 


Personal.—Dr. Robert D. Dripps, professor of anesthesiology 
in surgery, University of Pennsyivania School of Medicine, has 
been appointed senior civilian consultant in anesthesia to the 
Surgeon General of the Army. Dr. William S. Blakemore, 
an associate in surgery in the University of Pennsylvania 
School of Medicine, left Philadelphia in September for Stock- 
holm, Sweden, to spend a year in special investigative work 
on surgery of the heart and lungs. Dr. Blakemore also is the 
beneficiary this year of the I. S. Ravdin Traveling Fellowship, 
which was awarded him on the basis of skill in surgical prac- 
tice and research. Dr. Daniel J. McCarthy, one of the 
founders of the National Tuberculosis Association and one of 
the four remaining original staff members of the Henry Phipps 
Institute in Philadelphia, has been given the Distinguished 
Service Cross by the Palm Beach County (Fla.) Tuberculosis 
and Health Association in recognition of his 50 years of service 
to the voluntary tuberculosis movement. From 1903 to 1906 
Dr. McCarthy was a director of the Pennsylvania Society for 
the Prevention of Tuberculosis, now the Pennsylvania Tuber- 
culosis and Health Society. 








TEXAS 

Obstetricians and Gynecologists Meet in Waco.—The Texas 
Association of Obstetricians and Gynecologists will hold its 
annual meeting in Waco Feb. 19-20 at the Roosevelt Hotel. 
Practicing physicians are invited. Dr. Carl T. Javert, asso- 
ciate professor of obstetrics and gynecology, Cornel] Univer- 
sity Medical College, New York, will speak on (1) the pathol- 
ogy of spontaneous abortions and (2) pelvic lymphatics and 
gynecologic disease. The annual banquet will be on Friday. 


Muscular Dystrophy Grant.—The National Muscular Dystrophy 
Research Foundation has made a grant of $5,000 to the South- 
west Foundation for Research and Education in San Antonio, 
for use in a project, entitled “Individual Metabolic Patterns 
for Families Having a History of Muscular Dystrophy.” The 
foundation is cooperating in the selection of families who are 
subjects of the studies. Progressive changes in the individual 
metabolism of each subject will be compared both within and 
between families for a three year period. Those wishing to make 
application for moderate grants-in-aid should apply to the 
Executive Secretaries, National Muscular Dystrophy Research 
Foundation, Inc., 709 Main St., Liberty. Dr. Albert L. Delaney, 
Liberty, is president of the foundation, and Dr. Derek E. 
Denny-Brown, Harvard Medical School, Boston, is chairman 
of the foundation’s research advisory board, which made the 
grant. 
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GENERAL 

Catastrophic Fatalities——According to the Metropolitan Life 
Insurance Company, catastrophies (accidents killing five or 
more persons) took about 1,800 lives in the United States in 
1953, the highest annual toll since 1947. A major factor in the 
rise was the unusually heavy loss of life in tornadoes, 13 
tornadoes (4 in well populated areas) having killed more than 
450 persons. Other tragedies, each claiming more than 25 lives, 
included aircraft crashes (5 with a total of 193 deaths) and 
explosions/fires (3 with a total of 105 victims). 


American Journal of Gastroenterology.—The National Gastro- 
enterological Association announces that the name of its official 
publication, established in 1934, has been changed from The 
Review of Gastroenterology to The American Journal of Gas- 
troenterology, effective with the January, 1954, issue. The pub- 
lication will continue to be edited by Dr. Samuel Weiss and a 
board consisting of Drs. Milton J. Matzner, Brooklyn, James 
T. Nix, New Orleans, and Michael W. Shutkin, Milwaukee. 
The association and the journal also announce the removal of 
their offices from 1819 Broadway to 33 W. 60th St., New York 
23 (phone: Clrcle 6-4345). 


Examinations for Orthoptic Technicians.—The annual exami- 
nation of orthoptic technicians by the American Orthoptic 
Council will be conducted in Ju!y and September. The written 
examination, nonassembled, will take place July 22 in certain 
assigned cities and offices. The oral and practical examinations 
will be on Scpt. 18 in New York, preceding the meeting of the 
American Academy of Ophthalmology and Otolaryngology. 
Application for examination must be received before June 1 
by the office of the Secretary of the American Orthoptic Coun- 
cil, Dr. Frank D. Costenbader, 1605 22nd St. N.W., Washing- 
ton 8, D. C. and must be accompanied by the examination fee 
of $30. 


Prizes for Dissertations on Epilepsy——The American League 
Against Epilepsy anncunces the Jerry Price memorial prizes, 
totaling $1,000, contributed jointly by Mr. and Mrs. Fred 
Markham and the league: first prize, $500; second prize, $200; 
and third prize, $100; with book prizes for other contestants and 
possible publication of one or more contributions in the journal 
Epilepsia. The contest is open to the students of any approved 
medical school in the United States or Canada. Any one of the 
many aspects of epilepsy may be covered. Essays should be 
original, typed double-spaced, and preferably not more than 
5,000 words. Contributions should be mailed before Aug. 1, to 
Dr. Jerome K. Merlis, Secretary, American League Against 
Epilepsy, 150 S. Huntington Ave., Boston 30. 


Teaching Home Nursing Via TV.—Tests to determine the 
effectiveness of television for teaching home nursing are being 
carried out in Houston, Texas, and Okiahoma City during 
February and March. Three groups of 200 women each will 
be used in the test: 1. Students in Oklahoma City will form 
the control group, taking the standard home nursing course 
in classrooms only. 2. In Houston, one group will receive all 
instruction via television over the University of Houston 
educational TV station KUHT. 3. A second group will watch 
the TV lesson once a week and then receive supplemental 
instruction in neighborhood meetings. The three groups will 
be tested before and after the course, and results will be 
evaluated to determine the relative effectiveness of the three 
methods of instruction. The American Council on Education 
has made a grant to pay for kinescoping the programs. 


Fellowships in Biometry and Epidemiology—The American 
Cancer Society has established at the Yale University Graduate 
School of Medicine, New Haven, predoctoral and postdoctoral 
fellowships in biometry and epidemiology to promote the 
knowledge of statistical methods. Candidates who express in- 
tention of following a career in a discipline applicable to (1) 
the study of growth, typical or malignant, (2) the study of the 
epidemiology of cancer and other chronic diseases, or (3) 
clinical research in cancer will be favored. Fellows will be 
expected to carry out research in one of these fields. Applicants 
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for predoctoral fellowships must have the degree of bachelor 
of arts or bachelor of science and a knowledge of biology, 
chemistry, mathematics, and physics. They are expected to 
enter the graduate school as candidates for the doctor of 
philosophy degree, and they will be given training in one or 
more fields of biology, as well as statistics. The fellowships, 
awarded for three years, may be terminated at any time if 
the candidate fails to meet the standards of the university. 
Annual stipends will be $2,000. Additional funds may be avail- 
able for students with dependents. 

The postdoctoral fellowships are intended for young men 
and women embarking on an investigative career and also for 
more mature investigators desiring to extend their fields of 
competence. Candidates must be citizens of the United States 
who possess the degree of doctor of medicine, doctor of 
philosophy, or doctor of science. Fellowships, awarded for 
periods of one year, may be renewed for two additional years. 
The stipends will range from $3,000 to $4,500, depending on 
individual circumstances. For information, write to Prof. E. 
Cuyler Hammond, Director of Graduate Studies in Biometry, 
51 Hillhouse Ave., Yale University, New Haven. Application 
blanks for predoctoral fellowships may be obtained from the 
Dean of the Graduate School, Yale University, New Haven. 
All applications for both types of fellowships should be mailed 
by Feb. 28. 


Society News.—Newly elected officers of the Western Surgical 
Association include: Dr. Herbert H. Davis, Omaha, president; 
Dr. Michael L. Mason, Chicago, secretary; and Dr. Howard E. 
Snyder, Winfield, Kan., treasurer. Officers of the American 
Society of Ophthalmologic and Otolaryngologic Allergy include 
Dr. Albert D. Ruedemann, Detroit, president; Dr. F. Lambert 
McGannon, Lakewood, Ohio, president-elect; and Dr. Michael 
H. Barone, Buffalo, secretary-treasurer. At the annual meet- 
ing of the board of commissioners of the Joint Commission on 
Accreditation of Hospitals, officers elected included: Dr. Newell 
W. Philpott, Montreal, Canada, chairman; Dr. LeRoy H. 
Sloan, Chicago, vice-chairman; Stuart K. Hummel, Milwaukee, 
treasurer; and Dr. Edwin L. Crosby, Chicago, secretary. 
Dr. Henry R. Viets, Boston, was reelected to the chairmanship 
of the medical board of the Myasthenia Gravis Foundation, Inc. 
at its recent annual meeting. Dr. George D. Gammon, Phila- 
delphia, was elected vice-chairman, and Dr. Robert S. Schwab, 
Boston, secretary. At the annual meeting of the American 
Roentgen Ray Society in Cincinnati, the following officers were 
elected: president-elect, Dr. Joshua C. Dickinson, Tampa, Fla.; 
secretary, Dr. Barton R. Young, Philadelphia, (reelected); and 
treasurer, Dr. Wendell G. Scott, St. Louis, (reelected). The presi- 
dent is Dr. Harry M. Weber, Rochester, Minn. At its an- 
nual meeting in Louisville, the American Academy of Tropical 
Medicine elected the following officers: president, Brig. Gen. 
George R. Callender, U. S. Army, retired, Washington, D. C.; 
vice-president, Capt. James J. Sapero, U. S. N., Washington, 
D. C.; secretary, Dr. E. Harold Hinman, San Juan, Puerto 
Rico; treasurer, Justin M. Andrews, Sc.D., Washington, D. C.; 
and councillor (for a five year term), Quentin M. Geiman, 
Ph.D., Boston. The American Federation for Clinical Re- 
search announces that Feb. 15 is the abstract deadline for 
papers to be presented at the national meeting, Atlantic City, 
N. J., May 2. Abstracts, not exceeding 250 words and post- 
marked not later than Feb. 15, should be submitted in tripli- 
cate to the national secretary, Dr. Lawrence E. Hinkle Jr., 
525 E. 68th St., Room F-611, New York. 




















LATIN AMERICA 


Congress of Otorhinolaryngology and Bronchoesophagology.— 
The fourth Pan American Congress of Otorhinolaryngology 
and Bronchoesophagology will be held in Mexico, D. F., from 
Feb. 28 to March 4 under the sponsorship of the government 
of the republic of Mexico and the Mexican Society of Oto- 
rhinolaryngology and Bronchoesophagology. Round tables have 
been scheduled on tumors of the esophagus, teaching of oto- 
rhinolaryngology and bronchoesophagology, and evaluation of 
the hypoacusias. Topics for discussion include endocranial 
tumors, vertiginous syndromes, occupational deafness, nasal 
allergy, bilateral paralysis of the larynx, bronchial tumors, and 
esophageal varices. 
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MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 

Dearborn St., Chicago 10, Secretary. 

1954 Annual Meeting, San Francisco, June 21-25. 

1954 Clinical Meeting, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 

1956 Annual Meeting, Chicago, June 11-15. 

ANNUAL CONGRESS ON INDUSTRIAL HEALTH, Brown Hotel, Louisville, Ky., 
Feb. 24-25. Dr. Carl M. Peterson, 535 N. Dearborn St., Chicago 10, 
Secretary. 

NATIONAL CONFERENCE ON RuRAL HEALTH, Baker Hotel, Dallas, Texas, 
Mar. 4-6. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 





AERO MEDICAL ASSOCIATION, Hotel Statler, Washington, D. C., March 
29-31. Dr. Thomas H,. Sutherland, P. O. Box 26, Marion, Ohio, 
Secretary. 

AMERICAN ACADEMY OF FORENSIC SCIENCES, Drake Hotel, Chicago, Feb. 
25-27. Prof. Ralph F. Turner, Michigan State College Dept. of Police 
Administration, East Lansing, Mich., Secretary. 

AMERICAN ACADEMY OF GENERAL PRACTICE, Cleveland, March 22-25. Mr. 
Mac F. Cahal, 406 West 34th St., Kansas City 2, Mo., Executive 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Hotel Galvez, Galveston, Texas, 
April 7-9. Dr. Normand L. Hoerr, 2109 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Houston, 
Texas, April 8-10. Dr. Alan R. Mor.tz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SURGEONS, Drake Hotel, Chicago, 
April 6-8. Dr. Chester C, Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Roney Plaza Hotel, Miami Beach, Fla., 
Apr.l 5-10. Dr. Fred W. Witt-ch, 423 LaSalle Medical Bldg., Minne- 
apolis 2, Secretary. 

AMERICAN HEART ASSOCIATION, Conrad Hilton Hotel, Chicago, April 1-4. 
Dr. Will.am H. Bunn, 44 East 23d St., New York 10, Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Commodore, New York, 
March 11-13. Dr. Marion F. Langer, Room 210, 303 Lexington Ave., 
New York 16, Executive Secretary. 

AMERICAN PuysiocoGicaL Society, Ambassador Hotel, Atlantic City, 
N. J., April 10-16. Dr. M.lton O. Lee, 2101 Constitution Ave., Wash- 
ington 25, D. C., Execut.ve Secretary. 

AMERICAN PsycHOsoMaTic Society, Jung Hotel, New Orleans, March 
27-28. Dr. Theodore Lidz, 333 Cedar St., New Haven 11, Conn., 
Secretary. 

AMERICAN Rapium. Society, The Homestead, Hot Springs, Va., March 
14-16. Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn., 
Secretary. 

CENTRAL SURGICAL ASSOCIATION, Statler Hotel, Detroit, Feb. 18-20. Dr. 
Robert M. Zollinger, University Hospital, Columbus 10, Ohio, Secretary. 

CuicaGo MeEpicat Society ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, March 2-5. Dr. Maurice M. Hoeltgen, 86 East Randolph St., 
Chicago, Secretary. 

DALLAS SOUTHERN CLINICAL Society, Dallas, March 15-18. Dr. T. Haynes 
Harvill, 433 Medical Arts Bldg., Dallas 1, Texas, Secretary 

EASTERN SECTION, AMERICAN CONGRESS OF PHYSICAL MEDICINE, Newark, 
N. J., April 10. Dr. H. L. Rudolph, 400 North Fifth St., Reading, Pa., 
Secretary. 

Eastern Suroicat Society, Boston, March 26-27. Dr. J. William Hinton, 
130 East 79th St., New York, Secretary. 

IsTHMIAN CANAL ZONE, MEDICAL ASSOCIATION OF THE, El Panama Hotel, 
Panama Cty, R. P., March 24-26. Dr. I. Robert Berger, Box “A,” 
Balboa Heights, Canal Zone. 

MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, March 
10-12. Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Mich., 
Secretary. 

Missouri STATE MEDICAL ASSOCIATION, Hotel Jefferson, St. Louis, April 
4-7. Dr. E. Royce Bohrer, 634 North Grand Bivd., St. Louis 3, Secre- 
tary. 

NATIONAL CONFERENCE ON CARE OF THE LONG-TERM PATIENT, Edgewater 
Beach Hotel, Chicago, March 18-20. Dr. Dean W. Roberts, 615 N. Wolfe 
St., Baltimore 5, Director. 

NATIONAL CONFERENCE ON TRICHINOSIS, A. M. A. Headquarters, Chicago, 
March 1, Dr. S. E. Gould, Wayne County General Hospital, Eloise, 
Mich., Chairman. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Jefferson Hotel, 
St. Louis, March 10-12. Dr. F. M. Foote, 1790 Broadway, New York 19, 
Executive Director. 

Paciric NORTHWEST SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGEONS, 
Seattle, April 3. Dr, E. E. Banfield, Medical Arts Bldg., Tacoma 2, 
Wash., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Topeka, KaNns., March 19, Dr. William C. Menninger, 3617 West 6th 

Ave., Topeka, Kansas, Governor, 
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RICHMOND, Va., Feb. 25. Dr. Charles M. Caravati, 807 West Franklig 
St., Richmond 20, Va., Governor. 
SOUTHERN CALIFORNIA, Riverside, Feb, 13-14. Mr. E. R. Loveland, 4299 
Pine St., Philadelphia 4, Executive Secretary. 
SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 
FRENCH Lick SprinGs, Indiana, French Lick Springs Hotel, March 15-17 
Dr. Car! H. McCaskey, 20 N. Meridian St., Indianapolis 4, Chairman 
MONTREAL, CANADA, Mount Royal Hotel, March 31-April 2. Dr. Harry 
S. Morton, 900 Sherbrooke St., West, Montreal, Canada, Chairman 
Omana, Nes., Hotel Fontenelle, March 1-4. Dr. Earl A. Connolly, 197 
South 17th St., Omaha, Chairman. 
RENO, NEv., Riverside Hotel, Feb. 25-26. Dr. Kenneth F. Maclean 
120 N. Virginia St., Reno, Nev., Chairman. 
SOUTHEASTERN ALLERGY ASSOCIATION, Dinkler-Plaza Hotel, Atlanta, Ga. 
March 25-27. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 1 
S. C., Secretary. ‘ 
SOUTHEASTERN SuRGICAL CONGRESS, Tutwiler Hotel, Birmingham, Ala. 
March 8-11. Dr. Benjamin T, Beasley, 45 Edgewood Ave. S.E., Atlants 
Ga., Secretary. : 
WESTERN SOCIETY OF ELECTRO-ENCEPHALOGRAPHY, Del Monte Lodge, Pebble 
Beach, Calif., March 7-8. Dr. Sylvester N. Berens, 902 Boren Ave, 
Seattle, Secretary. 





FOREIGN AND INTERNATIONAL 


ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincola’s Ina Fields, 
London W.C.2, England, Honorary Secretary. 

BritisH Mepicat Association, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5, Ont., Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
NEss, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE BRoncui, 
Geneva, Switzerland, June 5-6, 1954. Professor A. Montandon, Ci-nique 
Universitarie d O.R.L., Hopital Cantonal, Geneva, Switzerland, Chair- 
man. 

EvurOPEAN SOCIETY OF CARDIOVASCULAR SurRGERY, Edinburgh, Scotland, 
July 9-10, 1954. For information address: Mr. A. J. Slessor, Department 
of Surgery, University New Building, Edinburgh 8, Scotland. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Scarborough, Eng- 
land, April 27-30, 1954, Mr. P. Arthur Wells, Royal Sanitary Institute, 
90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH Society, Los Angeles, Calif., 
U. S. A., Oct. 10-14, 1954. For information write: Dr. T. H. Seldon, 102- 
110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CANCER ConGress, Sao Paulo, Brazil, July 23-29, 1954 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERBNCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
lll., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. ¥., U.S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS ON GYNECOLOGY AND OBSTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hdépital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6*, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HisToRY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni venac 
1, Belgrade, Yugoslavia, Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, S40 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago. Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954, For information write: 

Executive Officer, International Congress on Mental Health, 111 St. 

George St., Toronto, Ontario, Canada. 
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[NTERNATIONAI CONGRESS OF MILITARY MEDICINE AND PHARMACY, Buenos 
Aires, Argentine, April 21-28, 1954. Direcion General de Sanidad 
Militar, Pozos 2045, Buenos Aires, Argentine. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
14-18, 1954. For information write: Dr. M. van Eekelen, Centraal 
Instituut voor Voedingsonderzoek T.N.O., 61 Catharynesingel, Utrecht, 
Netherlands. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
N. J., U. S. A. 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL CONGRESS OF THE SOCIEDAD DE MEDICOS INTERNOS, Resi- 
dentes y Becarios del Instituto Nacional de Cardiologia de Mexico, 
Acapulco, Mexico, April 21-24, 1954. For information address: Dr. Jorge 
Sober6n Acevedo, Avenida, Cuauhtemoc No. 300, Mexico, D. F., 
Mexico. 

[INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL INSTITUTE ON CHILD PsycCHIaTry, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Rome, Italy, Sept. 6-10, 1954, 
Mr. Stanley E. Henwood, 120 Broadway, New York 5, N. Y., U. S. A., 
Executive Secretary. 

INTERNATIONAL SOCIETY OF ANGIOLOGY, North American Chapter, Hotel 
Mark Hopkins, San Francisco, Calif., U. S. A., Jume 19, 1954, Dr, 
Henry Haimovici, 105 East 90th St., New York, N. Y., U. S. A., 
Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BroLoGy, Leiden, Netherlands, Sept. 2-9, 
1954. Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basle, Switzerland, Secretary-General. 


IrRISsH MEDICAL ASSOCIATION, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Delaney, 10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JOURNEES MEDICALES, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 

LATIN AMERICAN CONGRESS ON GYNECOLOGY AND OBSTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954. Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee of Medical Congresses. 

Latin AMERICAN CONGRESS ON MENTAL HEALTH, Sao Paulo, Brazil, July 
17-22. For information address: Professor A. C. Pacheco e Silva, 
Avenida Brigadeiro Luiz Anton:o 651, Sao Paulo, Brazil. 

LATIN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY, Caracas, Venezuela, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro, Medico, 
Caracas, Venezuela, Secretary-General. 

LaTIN AMERICAN CONGRESS OF PHySICAL MEDICINE, Medellin, Columbia, 
South America, Feb. 15-20, 1954. Dr. Cassius Lopez de Victoria, 176 
East 71st St., New York 21, N. Y., U. S. A., Executive Director. 

PAN AMERICAN CONGRESS OF CHILD WELFARE AND PepiaTrics, Sao Paulo, 
Brazil, July 15-21, 1954, For information address: Dr. Jairo Ramos, 
Avenida Brigaderio Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

PaN AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), S40 Paulo, Brazil, 
June 17-21, 1954, Dr. Moacyr E. Alvaro, Consolacao 1151, Sao Paulo, 
Brazil, President. 

PaN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, Mexico, D.F., Mexico, Feb, 28-March 4, 1954. Dr. Maximo 
Garcia Castafieda, Humboldt 17, Mexico 1, D.F., Mexico, Secretary- 
General. 

PaN AMERICAN CONGRESS OF VETERINARY MEDICINE, Sao Pauio, Brazil, 
April 3-10, 1954. Dr. Joao Soares Veiga, Rua Pires da Mota 159, Sao 
Paulo, Brazil, Chairman of Organizing Committee. 

Pan-PaciFic SURGICAL CoNnGrEss, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honotulu 13, Hawaii, Director 
General. 

SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS, London, England, 

May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 

ill., U. S. A., Secretary. 
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SOUTH AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

WoRLD CONGRESS OF CARDIOLOGY, Washington, D. C., and Bethesda, Md., 
U. S. A., Sept. 12-17, 1954. Dr. L. W. Gorham, 44 Easi 23d St., New 
York 10, N. Y., U. S. A., Secretary-General. 

WorRLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE OF 
CRIPPLES, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954 
Secretariat: Miss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WorLD FEDERATION OP OCCUPATIONAL THERAPISTS, Edinburgh, Scotland 
August 17, 1954. 

WorLD MEDICAL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16. 
Final date for filing applications in Jan. 16. Sec., Dr. Curtiss B. Hickox, 
80 Seymour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
centers, Sept. 2. Oral. Ann Arbor, Oct. 15-18. To be elig:ble candidates 
must have completed thirty-six months of tra‘ning by October 1. Final 
date for filing application is May 1. Exec. Sec., Miss Janet Newkirk, 
66 East 66th St., New York 21. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Chicago, April 1-3 (candi- 
dates in the midwest). Los Angeles, June 15-17 (cand:dates west of the 
Rocky Mountains and west coast). The clos:ng date for acceptance of 
applications for Chicago and Los Angeles was Feb. 1. New York, Sept. 
22-24 (cand:dates on the east coast). The clos:ng date for acceptance of 
applications will be April 1. Written. Oct. 18. Final date for acceptance 
of applications will be May 1. Subspecialties. Cardiovascular Disease. 
Chicago, April 1. Gastroenterology. Ch:cago, April 2-3. The closing date 
for acceptance of applicat.ons for the subspecialt'es was Jan. 15. 
Exec. Sec.-Treas., Dr. William A. Werrell, One West Main St., Madison 
3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May or 
June. Final date for filing application was Jan. 15. Sec., Dr. Leonard T 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF NEUROLOGY AND PSYCHIATRY: Psychiatry and Neurel- 
ogy. Ch'cago, April 29-30. Final date for filing application was Feb. 1. 
Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., Rochester, 
Minn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written examination 
(Part I) and review of case histories for all candidates will be held in 
various cities of the United States, Canada, and military centers outside 
the continental United States on Feb. 5. Case abstracts to be sent by the 
candidate to the Secretary are now due. Part II, Chicago, May 10-17 
Final date for filing application is April 1, Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. San 
Francisco, June 25-29; New York City, Dec. 5-9. Final date for filing 
applLcations was July 1, 1953. Written, 1955. Various cities, Jan. 24-25. 
Final date for filing applicaton is July 1, 1954. Practical examinations, 
1955. Philadelphia, June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B 
Dunphy, 56 Iv.e Road, Cape Cottage, Maine. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Boston, May 17-21. Sec., Dr 
Dean M. Lierle, University Hospital, lowa City. 

AMERICAN BOARD OF PATHOLOGY: San Francisco, June 17-19. Sec., Dr. 
William B. Wartman, 303 E. Chicago Ave., Chicago 11. 

AMERICAN BoOarD OF PeEpiaTrRics: Oral. Washington, D. C., Feb. 19-21: 
Des Mo:nes, March 19-21; New York City, May 1-3; San Francisco, 
June 25-27; Chicago, Oct. 8-10 and New Haven, December. 

AMERICAN BoOarRD OF PHYSICAL MEDICINE AND REHABILITATION, Oral and 
Written. Washington, D. C., Sept. 5-6. Final date for filing applications 
is March 31. Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago. 

AMERICAN BOARD OF PLAsTic SURGERY: Entire Examination. Galveston, 
April 17-19. Final date for receipt of case reports was Jan. 1. Final date 
for receipt of case reports for the fall 1954 examination is June 1, 1954. 
Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF ProcToLoGy: Part J. Kansas City, Philadelphia and 
San Francisco, May 8. Sec., Dr. Louis A. Buie, 102-110 Second Ave. 
S.W., Rochester, Minn. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, Mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 

AMERICAN BOARD OF RADIOLOGY: Oral. Spring 1954. Final date for filing 
application was Dec. 1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. 
S.W., Rochester, Minn. 

AMERICAN BoarD OF UroLoGy: Oral-clinical and pathology. Chicago, Feb. 
17-20. Sec., Dr. Harry Culver, 30 Westwood Road, Minneapolis 16 

BoarRD OF THORACIC SURGERY: Written. Various centers throughout the 
country, Feb. 26. Final date for filing application was Jan. 1. Sec., Dr. 
Wm. M. Tuttle, 1151 Taylor Street, Detroit, Mich. 











Lutterloh, Charles Hartzell ® Hot Springs National Park, Ark.; 
born in Jonesboro, Ark., Oct. 13, 1897; Tulane University of 
Louisiana School of Medicine, New Orleans, 1921; associate 
clinical professor of medicine, University of Arkansas School 
of Medicine in Little Rock; specialist certified by the American 
Board of Internal Medicine; fellow of the American College of 
Physicians; past president of the Garland County Medical 
Society, Arkansas State Board of Medical Examiners, and the 
Mid-South Post Graduate Assembly; member of the American 
Society for Clinical Investigation, New York Academy of 
Sciences, American Society for the Study of Arteriosclerosis, 
American Diabetes Association, American Heart Association, 
American Geriatrics Association, American Rheumatism Asso- 
ciation, and the American Association for the Advancement of 
Science; during World War I a private in the Student Training 
Corps, University of Arkansas, Lafayette; discharged on Nov. 
26, 1918; became assistant surgeon in the U. S. Naval Reserve 
on July 14, 1932, with the rank of lieutenant (j.g.); after being 
honorably discharged served as examining physician for the 
Garland County Selective Service System from Aug. 2, 1941; 
entered the U. S. Air Force on Sept. 15, 1942, with a com- 
mission of major; transferred to the U. S. Army and was pro- 
moted to lieutenant colonel on March 18, 1944; discharged on 
Jan. 3, 1946; in 1948 state chairman for the Easter seal cam- 
paign for the Arkansas Association for the Crippled; consultant 
in medicine, Veterans Administration Hospital in Little Rock, 
and Army and Navy General Hospital; on the staffs of the 
St. Joseph’s and Leo N. Levi Memorial hospitals; died Oct. 
30, aged 56, of arteriosclerotic heart disease. 


Mantz, Herbert Leslie © Kansas City, Mo.; born in West 
Plains, Mo., June 28, 1896; Jefferson Medical College of Phila- 
delphia, 1920; served during World War I; during World War 
Il consultant for the Selective Service Board of Western Mis- 
souri; member of the board of directors of the National Tuber- 
culosis Association, of which he was past president; past 
president and vice-president of the Missouri Tuberculosis Asso- 
ciation; member and formerly a regent of the American Col- 
lege of Chest Physicians and was past president of the Missouri 
chapter; member of the Industrial Medical Association and the 
American Trudeau Society; for four years councilor of the 
seventh district of the Missouri State Medical Association; 
for two years secretary for the Jackson County Medical Society, 
which in 1951 presented him with a gold key for his con- 
tributions in the field of tuberculosis, and once served as editor 
of its weekly bulletin; past president of the Mississippi Valley 
Trudeau Society; tuberculosis controller for the Kansas City 
Health Department, a post which he held since 1935; chief 
consultant to the Missouri State Rehabilitation Division; a 
member of the Veterans Administration Board of Chief Con- 
sultants; served as a member of the staff of St. Mary’s Hospital 
in Kansas City and as branch section chief, Branch No. 9, 
Veterans Administration, St. Louis; acted as consultant to the 
U. S. Public Health Service’s Tuberculosis Control Division, 
now the Division of Chronic Disease and Tuberculosis; in 1926 
medical superintendent of the Kansas City Municipal Tuber- 
culosis Hospital in Leeds, Mo.; affiliated with St. Luke’s, Re- 
search, and St. Joseph’s hospitals; died Dec. 14, aged 57, of 
myocardial infarction. 


Furlong, Francis Mohun © Commander, U. S. N., retired, An- 
napolis, Md.; born in Washington, D. C., March 15, 1873; 
Georgetown University School of Medicine, Washington, 1895; 
veteran of the Spanish-American War and World War I; 
entered the navy with the relative rank of ensign on June 13, 
1898; assigned to Navy’s Bureau of Medicine and Surgery, 
July 1905 to December, 1906; promoted through the grades 
of passed assistant surgeon and surgeon, to that of medical 
inspector with the rank of commander, Medical Corps, U. S. 
Navy, on July 1, 1917; placed on the retired list of officers 
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of the navy on June 1, 1919; after serving on the U. S. §. 
Siren during the Spanish-American War, served on the U. S. 
ships Iowa, Scindia, Solace, Oregon, Yosemite, Brutus, Justin 
Topeka, Prairie, Dixie, Chicago, New York, Vermont, New 
Jersey, and Connecticut; during his nearly 21 years of naval 
service, also served at the naval stations, Guam, Marianas 
Islands, and Guantanamo Bay, Cuba, at the navy yards, New 
York, Portsmouth, N. H., and Washington, D. C., and at the 
naval hospitals in Washington, D. C., and Chelsea, Mass.: 
fellow of the American College of Surgeons; for many years 
medical director of the American Radiator Company; died jn 
the Naval Hospital Dec. 15, aged 80. 


Laplace, Louis Borsch ® Philadelphia; born in Philadelphia 
Dec. 13, 1903; University of Pennsylvania School of Medicine, 
Philadelphia, 1928; assistant professor of medicine, Jefferson 
Medical College; certified by the National Board of Medica] 
Examiners; specialist certified by the American Board of Ip- 
ternal Medicine; fellow of the American College of Physicians, 
College of Physicians of Philadelphia, American Gerontology 
Society, and the American Geriatrics Society; member of the 
American Heart Association; past president of the Philadelphia 
County Medical Society and director of the Aid Association; 
president of the board of governors, Heart Association of South- 
eastern Pennsylvania; served as vice-president of the Family 
Service and as a member of the Nursing Council and the Health 
and Welfare Council of Philadelphia; served during World War 
II; chief physician and cardiologist, Misericordia Hospital; cardi- 
ologist, St. Joseph’s and Nazareth hospitals; chief of medical 
services, St. Agnes Hospital; consulting cardiologist, Valley 
Forge Army Hospital, Phoenixville, Pa.; died Dec. 27, aged 50, 
of coronary thrombosis. 


Hendricks, Charles McChristie © E] Paso, Texas; born in 
Gratis, Ohio, Dec. 5, 1878; Medical College of Ohio, Cincin- 
nati, 1905; member and past president of the American College 
of Chest Physicians, which in 1948 awarded him its college 
medal for furthering progress in the field of diseases of the 
chest; member of the American Trudeau Society; past presi- 
dent of the El Paso County Medical Society; honorary life 
member of the Pan American Medical Association; member 
of the U. S. Committee of the World Medical Association; 
president of the American Research and Education Foundation; 
executive director of the Common Cold Foundation; served 
during World War I; formerly medical director of the Baldwin 
Sanatorium, El Paso Sanatorium, and the Hendricks-Laws 
Sanatorium; affiliated with Southwestern General Hospital and 
St. Joseph’s Sanatorium; editor emeritus of Diseases of the Chest; 
one of the founders of the Southwestern Sun Carnival; died Dec. 
9, aged 75, of cancer. 


Teachenor, Frank Randall @ Kansas City, Mo.; born in Kansas 
City, Mo., Sept. 1, 1888; University of Kansas School of Medi- 
cine, Kansas City (Kan.) 1911; clinical professor of surgery at 
his alma mater; member of the founders group of the Amer- 
ican Board of Surgery; specialist certified by the American 
Board of Neurological Surgery; past president of the Jackson 
County Medical Society and in 1953 received the society's 
merit award with gold key in recognition of “his scientific 
work in neurosurgery and long service to his profession”; in 
1939 the American Legion of Kansas City cited him for his 
efforts in the rehabilitation of crippled children; past president 
of the Harvey Cushing Society; member of the Western Sur- 
gical Association, of which he was treasurer and president; 
member of the Society of Neurological Surgeons; on the staffs 
of Trinity Lutheran, St. Mary’s, St. Luke’s, St. Joseph’s, and 
Menorah hospitals, and the Research Hospital, where he died 
Nov. 28, aged 65, of acute coronary thrombosis. 


Agee, Ernest Cooley ® Marked Tree, Ark.; University of Ten- 
nessee College of Medicine, Memphis, 1949; served an intern- 
ship and residency at St. Joseph Hospital in Memphis, Tenn.; 
died Dec. 11, aged 41, of coronazy occlusion. 
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Baker, Benjamin Garfield ® Knoxville, Tenn.; Lincoln Me- 
morial University Medical Department, Knoxville, 1911; died 
Nov. 26, aged 71, of coronary occlusion and bronchial asthma. 


Ball, William Edward, Brooklyn; New York Homeopathic 
Medical College and Flower Hospital, New York, 1916; served 
during World War I; for many years associated with the health 
department; served as admitting physician at Kings County 
Hospital; died Dec. 19, aged 62. , 


Baucom, John Edwin, Winchester, Ky.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1900; died Dec. 3, aged 
84, of a heart attack. 


Bayliss, Jacob William ® Buffalo; University of Buffalo School 
of Medicine, 1906; specialist certified by the American Board 
of Radiology; member of the Radiological Society of North 
America and the American College of Radiology, of which he 
was a councillor; consultant at Millard Fillmore and Mercy 
hospitals; died Dec. 4, aged 71, of coronary infarction. 


Bernat, Juliette, New York; McGill University Faculty of 
Medicine, Montreal, Canada, 1927; formerly resident in psy- 
chiatry at the Bellevue Hospital in New York; resident psy- 
chiatrist at the Pilgrim State Hospital, Brentwood, N. Y., from 
Oct. 18, 1949 to Sept. 30, 1950; died Nov. 11, aged 65. 


Biebesheimer, George Allen ® Reinbeck, Iowa; State University 
of lowa College of Medicine, lowa City, 1906; died Nov. 25, 
aged 71, of coronary disease. 


Bradeen, Frederick Barton © Essex, Conn.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1899; director 
of health of the town of Essex; served during World War J; 
affiliated with Middlesex Hospital in Middletown; died Nov. 1, 
aged 80, of coronary thrombosis. 


Braswell, William Cicero @ Elba, Ala.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1910; served 
in the state legislature; died Dec. 3, aged 73. 


Brown, John Archibald @ Kankakee, Ill.; McGill University 
Faculty of Medicine, Montreal, Canada, 1893; past president 
of the Kankakee County Medical Society; died Dec. 2, aged 82. 


Bursack, Michael Metro ® Hazleton, Pa.; Georgetown Uni- 
versity School of Medicine, Washington, D. C., 1934; affiliated 
with St. Joseph Hospital and Hazleton State Hospital, where he 
died Dec. 30, aged 45, of coronary occlusion. 


Butler, Clarence Gehn ® Gainesville, Ga.; University of Georgia 
School of Medicine, Augusta, 1920; died Nov. 30, aged 60, of 
coronary occlusion. 


Carr, Vanderveer Taber, Uhrichsville, Ohio; the Hahnemann 
Medical College and Hospital, Chicago, 1907; member of the 
American Psychiatric Association; died in the Jamestown Gen- 
eral Hospital Oct. 21, aged 72, of uremia. 


Clark, Charles Calvin, Denver; Rush Medical College, Chi- 
cago, 1889; died Dec. 3, aged 87, of myocardial infarction and 
coronary sclerosis. 


Coleman, Young Rufus @ Jonesboro, Ga.; Atlanta School of 
Medicine, 1908; formerly practiced in Macon, where he served 
as city councilman and city physician; for many years county 
physician; died in the Crawford W. Long Memorial Hospital 
in Atlanta Dec. 3, aged 83, of coronary occlusion. 


Conyers, Grover Cleveland, Gates, Tenn.; University of Ten- 
nessee College of Medicine, Memphis, 1916; served during 
World War I; died in Kennedy Veterans Hospital in Memphis 
Dec. 5, aged 61, of arteriosclerotic heart disease and hyper- 
tension. 


Coon, George S., ® Louisville, Ky.; State University of Iowa 
College of Homeopathic Medicine, Iowa City, 1891; Chicago 
Homeopathic Medical College, 1892; fellow of the American 
College of Surgeons; on the staffs of Kosair Crippled Children 
Hospital and Kentucky Baptist Hospital; died Dec. 19, aged 88, 
of coronary occlusion. 


Dalton, J. Rufus, Lexington, Ky.; Meharry Medical College, 
Nashville, Tenn., 1918; died recently, aged 59. 
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Dickey, Clarence Dudley Jr., ® Los Angeles; College of Phy- 
sicians and Surgeons, Los Angeles, 1921; served during World 
War II; died Nov. 21, aged 57, of carcinoma of the colon, 
cirrhosis of the liver, and peritonitis. 


Eales, Irving James, Chicago; College of Medicine and Surgery 
(Physio-Medical) Chicago, 1903; died in West Suburban Hos- 
pital in Oak Park, Dec. 23, aged 93, of pulmonary embolism 
and myocarditis. 


Farrar, Holway Dean, San Diego, Calif.; Starling Medical Col- 
lege, Columbus, 1898; at one time practiced in Columbus, 
Ohio; died Dec. 8, aged 80, of arteriosclerosis. 


Fetherston, Ernest Albert ® Winnetka, III.; Northwestern Uni- 
versity Medical School, Chicago, 1899; one of the founders 
and first secretary of the Ravenswood Hospital; died in Flower 
Hospital, Toledo, Jan. 5, aged 79, of arteriosclerosis and 
benign prostatic hypertrophy. 

Gaede, Alvin Walter © Bakersfield, Calif.; University of Kansas 
School of Medicine, Kansas City, Kan., 1931; died in Los 
Angeles Nov. 19, aged 54, of coronary thrombosis. 


Garrison, Isaac Logan ® Phoenix, Ariz.; Washington University 
School of Medicine, St. Louis, 1910; died Dec. 4, aged 85, of 
cerebral vascular accident. 


Gibson, Frank Eugene Sr., ® Bethesda, Md.; Columbian Uni- 
versity Medical Department, Washington, D. C., 1899; member 
of the Medical Society of the District of Columbia; permanent 
treasurer of the Washington (D. C.) Medical and Surgical 
Society, which in 1937 established the Frank E. Gibson award 
in his honor, to be presented each year to “an outstanding 
figure in medicine in the city”; died Dec. 20, aged 80, of cere- 
bral hemorrhage. 


Gregory, Frederick Leslie ® Caribou, Maine; McGill Univer- 
sity Faculty of Medicine, Montreal, Canada, 1912; fellow of 
the American College of Surgeons; served during World War I; 
affiliated with Cary Memorial Hospital; died Dec. 12, aged 67, 
of nephrosclerosis and uremia. 


Harper, Russell Lowell, Yoakum, Texas; Meharry Medical Col- 
lege, Nashville, Tenn., 1916; died Nov. 21, aged 60, of a heart 
attack. 


Hiett, Alva ® Monmouth, IIl.; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of 
Illinois, 1905; died in the Monmouth Hospital Dec. 10, aged 
77, of diverticulum of the esophagus. 


Horner, Erwin © New York City; Medizinische Fakultit der 
Universitat, Vienna, Austria, 1909; on the staff of the Mount 
Sinai Hospital, where he died Nov. 8, aged 69, of carcinoma 
of the prostate. 


Howard, Merle Quest © Fort Steilacoom, Wash.; University 
of Oklahoma School of Medicine, Oklahoma City, 1916; mem- 
ber of the State Medical Society of Wisconsin and the Amer- 
ican Psychiatric Association; specialist certified by the Amer- 
ican Board of Psychiatry and Neurology; served during World 
War I; on the staff of the Western State Hospital; died Dec. 
5, aged 62. 

Howell, Francis Musgrave ® Hopewell, Va.; University of 
London Faculty of Medicine, England, 1908; accidentally 
drowned Nov. 28, aged 77, when he fell from his motor sail- 
boat. 


Imhoff, Robert Ernst ® Camden, N. J.; Jefferson Medical Col- 
lege of Philadelphia, 1927; served during World War II; mem- 
ber of the staffs of Cooper Hospital in Camden, Burlington 
County Hospital in Mount Holly, and Zurbrugg Memorial 
Hospital in Riverside; died Dec. 20, aged 53, of coronary oc- 
clusion. 


Jackson, Lawrence Waters, Washington, D. C.; Howard Uni-' 
versity College of Medicine, Washington, D. C., 1919; died in 
Freedmen’s Hospital Jan. 2, aged 59, of hypertensive arterio- 
sclerotic cardiovascular disease. 


Ledesma, Serapion Buenafe @ Salinas, Calif.; University of 


Nebraska College of Medicine, Omaha, 1932; served during 
World War II; died Nov. 18, aged 53. 
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Lehmer, Elizabeth E. ® Vinita, Okla.; University of Oklahoma 
School of Medicine, Oklahoma City, 1920; for many years on 
the staff of the Eastern State Hospital; died Nov. 13, aged 66, 
of carcinoma of the liver. 


Leonard, John Edwin ® Harford Mills, N. Y.; Long Island 
College Hospital, Brooklyn, 1889; served as county coroner 
and as health officer of the town of Harford; died in Johnson 
City Dec. 8, aged 86, of arteriosclerosis and diabetes mellitus. 


Lopatin, Edward @ San Francisco; Boston University School of 
Medicine, 1929; member of the Massachusetts Medical Society; 
served during World War II; died in the Memorial Hospital, 
Worcester, Dec. 18, aged 50, of glioblastoma of the brain. 


McKinley, Charles Robert © Brewster, Wash.; University of 
Oregon Medical School, Portland, 1901; in the spring of 1951 
McKinley Memorial Hospital was dedicated in his name in 
Brewster; died Dec. 5, aged 80, of cirrhosis of the liver. 
Mason, Frederick C., Massena, N. Y.; McGill University 
Faculty of Medicine, Montreal, Canada, 1902; died recently, 
aged 76, of coronary occlusion. 


Mason, George Edward, Grand Island, Neb.; Lincoln Medical 
College, Eclectic, 1917; died Oct. 27, aged 82, of carcinoma 
of the liver. 


Miller, Orden Eugene ® York, Pa.; University of Pennsylvania 
School of Medicine, Philadelphia, 1941; served overseas during 
World War II; died in the York Hospital Nov. 30, aged 43, of 
pulmonary embolism. 


Murray, John Hamilton ® Carrollton, Ohio; Chicago College 
of Medicine and Surgery, 1916; past president of the Carroll 
County Medical Society; served in France during World War 
I; affiliated with Mercy Hospital in Canton; died Nov. 29, aged 
63, of pulmonary thrombosis. 

Myers, Judson William @ Postville, Iowa; State University of 
Iowa College of Medicine, lowa City, 1915; served during 
World War I; died Dec. 16, aged 64, of coronary occlusion. 


Nelson, Ole C., © Chicago; Chicago Medical School, 1920; 
for many years assistant warden and for 12 years medical 
director of the Cook County Hospital, where he retired in 
June, 1953; familiarly known as “Mr. County Hospital”; died 
in his home in Oak Park, Ill., Jan. 16, aged 72, of coronary 
thrombosis. 


Nicholson, Plummer A., Washington, N. C.; College of Phy- 
sicians and Surgeons, Baltimore, 1889; formerly vice-president 
of the Seaboard Medical. Association; died Nov. 28, aged 88, 
of senility. 

Nock, Randolph Maxwell, Salisbury, Md.; University of Mary- 
land School of Medicine and College of Physicians and Sur- 
geons, Baltimore, 1925; fellow of the American College of 
Surgeons; affiliated with Peninsula General Hospital; died in 
the University Hospital, Baltimore, Dec. 15, aged 51. 


Osborne, Fielden L., Rugby, Va.; University of Louisville 
(Ky.) Medical Department, 1894; died Oct. 7, aged 83, of 
uremia, 


O'Sullivan, Anna @ Boston; Tufts College Medical School, 
Boston, 1910; served as secretary of the Massachusetts Women’s 
Medical Society; affiliated with New England Hospital for 
Women and Children; died Nov. 18, aged 77, of a heart attack. 


Payzant, Claude Louis ® Boston; Boston University School of 
Medicine, 1910; past president of the New England Physical 
Therapy Society; served on the staff of the Quincy (Mass.) 
City Hospital; died Dec. 5, aged 66, of heart disease. 


Phipps, Zack Glenn, Galax, Va.; Tennessee Medical College, 
Knoxville, 1900; died Oct. 29, aged 77, of brain tumor and 
chronic bronchiectasis. 

Plunkett, Randolph S., Picayune, Miss.; Memphis (Tenn.) Hos- 
pital Medical College, 1910; died in Touro Infirmary, New 
Orleans, Dec, 26, aged 78. 

Porter, Robert Fulton ® Middlesboro, Ky.; University of Louis- 
ville (Ky.) School of Medicine, 1929; served during World 
War II; formerly health officer of Grayson County; died Dec, 
31, aged 53. 
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Powell, Leo M., New York City; New York Homeopathic 
Medical College and Flower Hospital in New York, 1915; dieg 
in Mount Sinai Hospital Oct. 11, aged 70. 


Reed, Jewett Villeroy ® Indianapolis; Johns Hopkins Univer. 
sity School of Medicine, Baltimore, 1904; assistant professor 
emeritus of surgery at Indiana University School of Medicine: 
fellow of the American College of Surgeons; served during 
World War I; on the staff of the Methodist Hospital; died 
Dec. 4, aged 75, of pneumonia. 

Reeser, Norman Brandt, Camp Hill, Pa.; College of Physicians 
and Surgeons, Baltimore, 1912; served on the staff of the 
Lancaster (Pa.) General Hospital; died Dec. 16, aged 66, of 
coronary thrombosis. 


Rice, William Frederick, Lieut. Col., U. S. Army, retired, 
Fresno, Calif.; born in Salisbury, N. C., June 21, 1885; Uni- 
versity of Maryland School of Medicine, Baltimore, 1914; 
served during World War I; entered the regular army as a 
first lieutenant June 14, 1916; promoted to lieutenant colonel] 
May 26, 1936; retired Oct. 31, 1939 for disability in line of 
duty; medical director of the California Industrial Safety 
Center; fellow of the American College of Physicians; died 
Dec. 14, aged 68, of heart disease. 


Ricketts, Wilbur Anthony @ Dayton, Ohio; Ohio State Uni- 
versity College of Medicine, Columbus, 1923; past president 
of the Montgomery County Medical Society, and the Dayton 
Obstetrical Society; fellow of the American College of Sur- 
geons; affiliated with St. Elizabeth Hospital, Good Samaritan 
Hospital, and the Miami Valley Hospital, where he died Dec, 
28, aged 57, of cerebral thrombosis. 


Rosburg, August Henry © San Francisco; Rush Medical Col- 
lege, Chicago, 1912; died Nov. 29, aged 70, of coronary throm- 
bosis. 

Rose, Samuel ® New York City; Long Island College Hospital, 
Brooklyn, 1908; a draft board medical examiner during World 
Wars I and UJ; died in the Mount Sinai Hospital Dec. 22, aged 
70, of coronary heart disease. 


Saffer, Delbert Thornton ® Middleburg, Va.; Medical College 
of Virginia, Richmond, 1930; president of the Loudoun County 
Medical Society; deputy coroner of Loudoun County; clinician 
to Fauquier-Loudoun Health Center; died Dec. 6, aged 48, 
of coronary thrombosis. 


St. John, Byron Douglas © Port Washington, N. Y.; New York 
Homeopathic Medical College and Flower Hospital, New York, 
1921; fellow of the American College of Physicians; specialist 
certified by the American Board of Internal Medicine; con- 
sultant at the North Shore Hospital in Manhasset; attending 
physician on the staffs of the Nassau Hospital in Mineola, 
Meadowbrook Hospital in Hempstead, and Flower and Fifth 
Avenue Hospitals in New York, where he died Dec. 15, aged 
58, of coronary disease. 


Schaaf, Katherine M., © St. Louis; Barnes Medical College, 
St. Louis, 1905; died Nov. 8, aged 78. 


Schlesselman, George Herman © Minneapolis; the Hahnemann 
Medical College and Hospital, Chicago, 1913; on the staff of 
the Swedish Hospital, where he died Nov. 3, aged 68, of adeno- 
carcinoma of the rectum. 


Seligmann, Erich, New York City; Universitat Heidelberg 
Medizinische Fakultét, Baden, Germany, 1904; fellow of the 
American Public Health Association; affiliated with Beth Israel 
Hospital, where he died Jan. 1, aged 73, of cerebral hemor- 
rhage. 

Shell, Roy Adeson, Chicago; Meharry Medical College, Nash- 
ville, Tenn., 1915; died Dec. 13, aged 66, of hypertensive heart 
disease. 

Smith, DeVerne Churton @ Flint, Mich.; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1903; 
affiliated with St. Joseph Hospital and Hurley Hospital, where 
he died Dec. 17, aged 73, of hemorrhage from duodenal ulcer. 


Smith, George Chester, Monrovia, Calif.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1904; died 
Dec. 4, aged 74, of coronary occlusion. 
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smith, Paul Ruskin © Wilmington, Del.; Jefferson Medical 
College of Philadelphia, 1907; past president of the New 
Castle County Medical Society; formerly vice-president of the 
Medical Society of Delaware; for many years surgeon for the 
city bureau of police; affiliated with the Delaware Hospital, 
where he died Dec. 5, aged 69, of cerebral hemorrhage. 
Sommer, Karl Moritz ® New York City; Medizinische Fakultat 
der Universitat, Vienna, Austria, 1930; on the staff of Mount 
Sinai Hospital; died Dec. 26, aged 49, of cancer. 


Stanton, Joseph @ Boston; Harvard Medical School, Boston, 
1903: fellow of the American College of Surgeons; visiting sur- 
geon, Newton-Wellesley Hospital in Newton Lower Falls; sur- 
geon and for many years chief of staff, St. Elizabeth’s Hospital, 
where he was a trustee; died Jan. 2, aged 75. 


Steere, Frederick Eugene © Claremont, Va.; Medical College 
of Virginia, Richmond, 1909; also a graduate in pharmacy; 
died in St. Luke’s Hospital, Richmond, Nov. 29, aged 83, of 
coronary thrombosis. 


Stookey, Lionel Jerome, San Francisco; Tulane University of 
Louisiana School of Medicine, New Orleans, 1924; on the staff 
of the Mary’s Help and St. Francis hospitals; died Dec. 1, 
aged 62, of myeloma and coronary occlusion. 


Swindell, Charles LeRoy, Kecoughtan, Va.; University of Mary- 
land School of Medicine, Baltimore, 1909; died in Hampton 
Oct. 12, aged 69, of bronchogenic carcinoma with widespread 
metastases. 


Tennent, Gaillard S., ® Asheville, N. C.: North Carolina Medi- 
cal College, Davidson, 1894; past president of the Buncombe 
County Medical Society; served during World War I; died Oct. 
29, aged 81, of carcinoma of the pancreas. 


Thearle, William Henry © Albuquerque, N. Mex.; College of 
Physicians and Surgeons, Baltimore, 1908; member of the 
founders group of the American Board of Surgery; fellow of 
the American College of Surgeons: member of the American 
Association of Thoracic Surgery, American College of Chest 
Physicians, and the American Trudeau Society; at one time an 
officer in the regular army; member of the staff, Southwestern 
Presbyterian Sanatorium and St. Joseph Sanatorium and Hos- 
pital; died Dec. 3, aged 69. 


Thomas, Llewelyn Ivor ® Akron, Ohio; Jefferson Medical Col- 
lege of Philadelphia, 1912; captain, Medical Corps, U. S. Army 
during World War I; venereal disease control officer, Akron 
Municipal Health Department; affiliated with the City Hos- 
pital; died Nov. 10, aged 66, of coronary occlusion. 

Travis, Daniel J., Eddyville, Ky.; University of Louisville (Ky.) 
Medical Department, 1901; member of the county board of 
health; died Dec. 21, aged 80, of cerebral hemorrhage. 


Tripp, Edwin Prescott © Falmouth, Mass.; Tufts College Medi- 
cal School, Boston, 1910; for many years associate medical 
examiner; died Dec. 11, aged 77, of carcinoma of the sigmoid 
colon. 

Tunstead, Hugh John © Minneapolis; University of Minnesota 
College of Homeopathic Medicine and Surgery, Minneapolis, 
1901; formerly on the faculty of his alma mater; served on 
the staff of the Minneapolis City Hospital; died in the Eitel 
Hospital Nov. 29, aged 77, of arteriosclerotic heart disease. 


Tyler, George Colbert, Newport News, Va.; University of 
Tennessee College of Medicine, Memphis, 1924; city health 
officer from 1927 to 1941; served during World War I: con- 
sultant for Chesapeake and Ohio Railroad Company; member 
of the medical staff, Newport News Shipyard and Dry Dock 
Company; on the staff of the Riverside Hospital; died in a 
Chesapeake and Ohio train coach in Richmond Nov. 21, aged 
55, of coronary arteriosclerosis 


Tyson, Forrest Clark, Manchester, Maine: Tufts College Medi- 
cal School, Boston, 1905; member of the American Psychiatric 
Association and the New England Society of Psychiatry, of 
which he was past president; assistant superintendent of the 
Bangor State Hospital from 1907 to 1913, when he became 
superintendent of the Augusta State Hospital, serving until 
1946; died Dec. 25, aged 71, of acute coronary disease. 
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Ullman, Albert Eckhardt, North Babylon, L. I., N. Y.; Colum- 
bia University College of Physicians and Surgeons, New York, 
1899; for many years on the staff of the Central Islip State 
Hospital; served on the staffs of the Kings Park (N. Y.) State 
Hospital and the Willard Parker Hospital in New York; died 
in Nassau-Suffolk General Hospital in Copiague Nov. 24, aged 
79, of lobar pneumonia. 

Wearne, Frederick John ® Omaha; John A. Creighton Medical 
College, Omaha, 1898; an Associate Fellow of the American 
Medical Association; past president of the Omaha-Douglas 
County Medical Society; served on the staffs of St. Joseph’s 
and St. Catherine’s hospitals; died Dec. 5, aged 79, of arterio- 
sclerosis. 


Webb, Frank Reed, Los Angeles; Columbia University College 
of Physicians and Surgeons, New York, 1902; formerly chief 
autopsy surgeon, county coroner’s office; died in the Holly- 
wood Presbyterian Hospital Dec. 7, aged 76, of arteriosclerotic 
heart disease. 


Wehman, Edward John ® Burlington, Iowa; St. Louis Uni- 
versity School of Medicine, 1905; member of the Radiological 
Society of North America; served overseas during World War 
I; formerly health officer; affiliated with Burlington Hospital; 
died Dec. 5, aged 73, of coronary thrombosis. 


Wells, Donald Breckenridge ® Hartford, Conn.; Johns Hopkins 
University School of Medicine, Baltimore, 1912; member of 
the founders group of the American Board of Surgery; member 
of the New England Surgical Society; fellow of the American 
College of Surgeons; served during World War I; affiliated 
with Bristol (Conn.) Hospital, J. J. McCook Memorial Hospi- 
tal, Institute of Living, and the Hartford Hospital, where he 
died Dec. 22, aged 69, of carcinoma. 


Whitehill, Nelson McPhee ® Boone, Iowa; Rush Medical Col- 
lege, Chicago, 1897; died Nov. 14, aged 83, of coronary oc- 
clusion, 


Wiggers, Henry Hamilton © Cincinnati; Pulte Medical College, 
Homeopathic, Cincinnati, 1892; at one time secretary-treasurer 
of his alma mater; fellow of the American College of Sur- 
geons; formerly a member of the city health department; 
served as president of the Wiggers Realty Company, as direc- 
tor of the City Hall Bank, and as president of the Cincinnati 
Lyceum; affiliated with Bethesda Hospital, where he was past 
chief of staff and where he died Dec. 23, aged 84. 


Williams, Arthur Maurice ® White Plains, N. Y.; University 
and Bellevue Hospital Medical College, New York, 1925; 
chairman of the executive committee of the National Asso- 
ciation for the Advancement of Colored People; on the staff 
of St. Agnes Hospital, where he died Nov. 17, aged 56, of 
coronary occlusion. 


Wilson, Dale ® Toledo, Ohio; Toledo Medical College, 1901; 
member of the Clinical Orthopaedic Society and the American 
Academy of Orthopaedic Surgeons; fellow of the American 
College of Surgeons; served during the Spanish-American War 
and World War I; affiliated with Toledo, St. Luke’s, and 
Maumee Valley hospitals, and the Mercy Hospital, where in 
1949-1950 he was chief of staff and where he died Dec. 14, 
aged 75, of cardiorenal vascular disease. 


DIED WHILE IN MILITARY SERVICE 





Withers, Samuel Meacham Jr., ® Moultrie, Ga.; born in 
Chadbourn, N. C., Jan. 30, 1905; Medical College of 
Georgia, Augusta, 1935; interned at Piedmont Hospital 
in Atlanta, where he was a resident; served during World 
War II; honorably relieved from active duty on Nov. 22, 
1945: returned to active duty in the Army, October, 
1950: stationed at Fort Benning, Ga., until July, 1952: 
at the time of his death was serving as a major in the 
Medical Corps, Officers Reserve Corps, in charge of the 
548th General Dispensary in Korea, where he died June 
19, 1953, aged 48, of myocardial infarction. 























ARMY 


Major Lee Wins Sportsmanship Trophy.—Major Samuel Lee, 
San Francisco, of the U. S. Army Medical Corps, 1948 and 
1952 Olympic diving champion, has been named winner of the 
1953 James E. Sullivan memorial trophy. The award, made 
by the National Amateur Athletic Union, goes annually to 
“the amateur athlete who by performance, example, and good 
influence, did most to advance the cause of good sportsman- 
ship during the year.” Dr. Lee was born in California and 
served as an enlisted man during World War II. He became a 
regular Army medical officer July 27, 1949, after having served 
as a medical officer in the U. S. Army since June 16, 1946. 


Personal.—Major Gilbert J. Vosburgh, professor of obstetrics 
and gynecology at Western Reserve University, Cleveland, 
before his call to active duty, has been assigned to the Army 
Surgical Research Unit at Brooke Army Medical Center, Fort 
Sam Houston, Texas. 


NAVY 


Training Course in Isotopes.—The third annual training course 
in special weapons, isotopes, and military medicine presented 
by the district medical and dental officers of the 12th naval 
district will be conducted at the Naval Station, Treasure 
Island, San Francisco, March 1-5. The course will provide 
reserve and regular medical department officers with informa- 
tion concerning the many aspects of special weapons, isotopes, 
and military medicine and dentistry. Naval Reserve Medical, 
Dental, Medical Service, Nurse, and Hospital corps officers 
residing in the 11th, 12th, and 13th naval districts who desire 
to attend this course in a pay status should submit their re- 
quests for active duty for training to their naval district com- 
mandants at an early date. Active duty medical department offi- 
cers may be given authorization orders, at no expense to the 
government, in accordance with current instructions. Govern- 
ment transportation between Treasure Island and the Federal 
Office Building, San Francisco, will be furnished at 8 a. m. and 
4 p. m. daily. 


PUBLIC HEALTH SERVICE 


Sewage Treatment Plants.—Construction contracts for 155 
projects to aid in the nation’s stream pollution abatement 
efforts, through providing treatment of sewage from munici- 
palities, institutions, and other significant population centers, 
were awarded during the third quarter of 1953, the U.S. Public 
Health Service reports. The contracts totaled 38 million dol- 
lars and covered 87 new plants and 68 additions, enlarge- 
ments, or improvements to existing plants. 

Of the 87 new plants, only 7 were for places of more than 
20,000 population: Jefferson County, Alabama, Kalamazoo, 
Mich., Middle Rouge Parkway Area, Mich., Knoxville, Tenn. 
(2 plants), and Weirton, W. Va. (2 plants). More than half of 
the new plants will serve places of fewer than 5,000 popula- 
tion. Although both the number and the dollar value of con- 
tracts for the third quarter are substantially below those for 
the previous quarter, the totals for the first nine months of 
1953 are still about 20% higher than for the comparable 
period of 1952. 


Personal.—Dr. Arthur B. Price has been appointed director of 
the health resources staff of the Office of Defense Mobilization 
succeeding Dr. W. H. Aufranc, who has returned to the U. S. 
Public Health Service. The health resources staff does the staff 
work for the Health Resources Advisory Committee, which 
advises the director of the Office of Defense Mobilization on 
the health resources of the nation and on mobilization planning 


_ activities in the health field. Dr. Price, a career officer in the 
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U. S. Public Health Service since 1934, has been appointed 
executive secretary of the Health Resources Advisory Com. 
mittee. Dr. Henry W. Brosin, professor of psychiatry, Unj- 
versity of Pittsburgh Medical School, and director, Western 
Psychiatric Institute and Clinic in Pittsburgh, has been ap- 
pointed to serve on the National Advisory Mental Health 
Council. Except for service in the U. S. Army Medical ¢ Orps 
during World War II, Dr. Brosin has devoted his career to 
teaching psychiatry, first as instructor in psychiatry and then 
as professor of psychiatry and head of the division of psy. 
chiatry at the University of Chicago Medical School. 





Guest Lecturer at National Institutes of Health.—The first jp 
the 1954 series of guest lectures of the National Institutes of 
Health at Besthesda, Md., was sponsored by the National 
Heart Institute and presented Jan. 14 by Dr. John R. Pappen- 
heimer of the department of physiology of Harvard Medical 
School, Boston. The subject was “Ultrafiltration and Diffusion 
Through Biological Membranes.” This lecture opened the sec- 
ond series. Each year eight lectureships are awarded by the 
office of the director and the seven research institutes that 
comprise the National Institutes of Health. 


VETERANS ADMINISTRATION 


Hospital News.—Dr. Asa B. Friedmann, radiationtherapist of 
Brooklyn, lectured on the scope of radiation therapy at the VA 
Hospital, Newington, Conn., Dec. 17, 1953. Dr. Daniel 
Blain, medical director, American Psychiatric Association, Wash- 
ington, D. C., discussed “Administrative Phases of the Treat- 
ment Process” before the members of the hospital staff of the 
Veterans Administration Hospital, Northport, N. Y., Jan. 14. 
Dr. Kenneth E. Appel, professor of psychiatry, University 
of Pennsylvania School of Medicine, Philadelphia, and Presi- 
dent of the American Psychiatric Association, lectured on psy- 
chotherapy at the VA hospital at Downey, Iil., Feb. 3. 








MISCELLANEOUS 


Technicians for Overseas Assignments.— Under President Eisen- 
hower’s Reorganization Plan No. 7, the responsibility for world- 
wide technical programs, formerly conducted by several U. 
S. government agencies, was centralized in the Foreign Serv- 
ice Institute of the Department of State, under the Director 
of Foreign Operations, Harold E. Stassen, The F. O. A. has 
just announced that 23 technicians from various states have 
completed a three week orientation course at the institute and 
are ready to take assignments with overseas missions. This 
course emphasizes the customs, language, and history of the 
people among whom the technicians will live and work, sharing 
their skill and knowledge, and showing them how to develop 
their own resources and abilities. This course has now been 
given to 30 such groups who are serving in 56 countries. These 
groups include specialists in, among other things, parasitology, 
medical entomology, public health, sanitation, nursing, and 
social welfare. Among the 23 who have just completed this 
course and are ready for assignment are Dr. Arthur C. Curtis 
of Little Rock, Ark., director, division of tuberculosis control, 
Arkansas State Board of Health, who wil! join the mission in 
Ethiopia; Deward E. Waggoner, Ph.D., of Portland, Ore., 
formerly a commissioned officer in the U. S. Public Health 
Service and director of public health statistics of the Kansas 
State Board of Health, who will join the mission in Egypt as 
a medical and public health statistician; and Joseph E. Alicata, 
Ph.D., of Honolulu, Hawaii, formerly a zoologist with the 
U. S. Department of Agriculture and for many years with the 
University of Hawaii, Agricultural Experiment Station, who 
will join the operations mission in Jordan, where he is scheduled 
to serve with the central laboratory at Amman. 
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BELGIUM 


Aeromedical Association.—The French-speaking branch of the 
Aeromedical Association met in Brussels in September. General 
Bergeret (France) and Major Wiesinger (Switzerland) each Te- 
ported on fatigue in jet pilots. General Bergeret in summarizing 
the discussion said that the fatigue of jet pilots is not essentially 
different from that of pilots of airplanes with reciprocating 
engines. It is a complex mixture of mental and emotional 
factors. It is possible to avoid the overexcited stage by provid- 
ing for total recuperation based on healthy relaxation, suf- 
ficient sleep, and a moderate program of sports after each flight 
or day of flying. Major Wiesinger with the cooperation of Gen- 
eral Bergeret and Major Evrard (Beigium) reported on the 
problem of aging in military pilots. There is no evidence that 
either military or civilian pilots show signs of aging earlier than 
persons in other occupations, and it does not seem feasible at 
present to formulate rigid rules governing retirement. Every 
case must be judged on its merits. The next meeting will be 
held in Zurich in September, 1954. 


Alcoholism and Criminality At a meeting of the Legal Medi- 
cine Society of Belgium in October, 1953, Alexander reported 
on 12 crimes or misdemeanors, ranging from murder to minor 
infractions of the law. In every case, the guilty person was 
arrested or gave himself up to the police immediately after 
the act and alcoholism was found to be a causative factor in 
all these acts. Although a blood alcohol determination was 
only rarely made in such cases, it was the consensus that it 
should be extended to these cases and not limited, as at present, 
to persons involved in automobile accidents. A clinical exami- 
nation of these persons should also be made as soon as possible. 
In certain cases it would also be advantageous to examine the 
victim. The characteristics presented by certain subjects sus- 
pected of a toxicomania other than alcoholism should also be 
noted. These things would not only clarify individual situations 
but also reveal any relation that may exist between the amount 
of alcohol in the blood and certain types of crime, 


LONDON 


New Hospital Building—So few new hospital buildings have 
been built since the end of the war in Great Britain that it is of 
interest to note the opening of a new outpatient department at 
St. James’ Hospital in southwest London, a former municipal 
hospital. Built at a cost of £200,000, it has been described as 
“the most modern in the world.” The structure of the building 
consists of a shell of brick piers and especially strong glass. 
Almost the only other fixed parts are the cork-tiled floors and 
the interior piers. The laminated plastic partition walls are all 
removable, In other words, the whole building can be reorgan- 
ized within a few days for other purposes. It consists of two 
blocks. In the north block, the entrance hall, lounge, and ad- 
ministrative offices are on the ground floor, with the ear, nose, 
and throat and eye clinics above and the chest clinic below. 
In the south block, the ground floor is given over to the ortho- 
pedic and gynecologic clinics, with the medical clinics on the 
first floor and the surgical clinics on the top floor. 


Schools for Maladjusted Children.—‘“The present situation of 
schools for maladjusted children seems so deplorable, and so 
likely to discredit their value, that it requires discussion” is the 
view expressed by Dr. W. Mary Burbury in a recent article 
in Lancet (2:1251, 1953). She advocates that each group of 
such schools be associated with a hospital unit adequately 
staffed by “psychiatrically trained personnel.” There would be 
interchange between the hospital and the school, and “the hos- 
pital ward might well act as a diagnostic centre as well as a 
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place for treatment.” Teachers might be allowed into the hos- 
pital to instruct individual children or very small groups. The 
school should have a hostel for children ready to try ordinary 
school life, and for adolescents ready to try a job, but not yet 
ready to return to their homes. A holiday center or camp is 
also needed for children unable to return home for holidays. 
The natural center for such a unit would be a university with 
a medical school that offers postgraduate training to physicians 
specializing in child psychiatry and also provides courses for 
teachers, social workers, and psychiatric social workers. Sepa- 
rate schools would be planned for children of different sex, 
ages, and intelligence levels and with different types of problems. 
Staffing should be “generous, hours short, and classes small,” 
and teachers should have special training in the handling of the 
maladjusted child. Specially trained nurses would also be re- 
quired in the hospital wards dealing with these children. 


Faulty Penicillin Tablets—Much publicity has been given to 
a report from Birmingham of an examination of 82 samples of 
oral penicillin tablets supplied on prescription in Birmingham. 
Of these tablets, 19 did not comply with the B.P. standard of 
containing not less than 90% penicillin; 4 showed a deficiency 
of 22 to 27%, 4 of 33 to 62%, and 4 of 90 to 100%. “This 
may fairly be interpreted,” the analyst comments, “as say- 
ing that a patient stands a one in 20 chance of being sup- 
plied with tablets entirely devoid of any therapeutic value.” 
Only 22 of the 82 samples were supplied in the makers’ original 
sealed containers, 27 were supplied in stoppered containers 
other than the original, and 33 were dispensed in cardboard 
boxes. Eight of the last lot were defective. The four tablets 
dispensed in one prescription were so wet that they had stuck 
to each other and to the cardboard container. Another sample 
was supplied in a cardboard pillbox containing cotton wool to 
which the tablets, which were a bright yellow instead of white, 
had partially adhered because of their damp condition. In con- 
trast to this sorry picture, samples purchased direct from the 
manufacturers were all found to be of full strength. One of 
the recommendations made by the analyst is that physicians 
should be encouraged to prescribe penicillin tablets for oral 
use in numbers equal to the number of tablets contained in a 
single package, thus rendering it unnecessary to “break bulk.” 


Teething Powders.—Last year, in reply to a question in the 
House of Commons, the Minister of Health stated categorically 
that “the indiscriminate use of teething powders containing 
mercury is clearly undesirable.” Neither mothers nor manu- 
facturers paid any attention to this warning, and the powders 
continued to be sold in large numbers in the pharmacies of the 
country, 7 million packages of one popular brand being sold 
every year. Matters were recently brought to a head in a county 
where sales were unusually high. In succeeding weeks inquests 
were held on two infants who had died of a disease attributed 
to mercurial poisoning as a result of the ingestion of teething 
powders containing mild mercurous chloride (calomel). The 
manufacturers of this brand have announced that they have 
replaced the mercurous chloride with phenolphthalein in their 
powders. It is now hoped that other manufacturers will follow 
their example and omit the mild mercurous chloride from 
their teething powders. 


Use and Abuse of Detergents.—An interesting report on the 
use of detergents, based on an investigation carried out by the 
London County Council, has been presented to the Royal 
Sanitary Institute. The Council spends about £35,000 a year on ' 
detergents. One of the main conclusions of the report is that 
there is no direct relation between the efficiency of a detergent 
and its ability to produce a foam. On the other hand, it was 
found that if workers were forced to use a mixture with little 
or no foaming power they were very dissatisfied. “This psycho- 
logical reaction should not be disregarded, and in consequence 
good foaming power is required until time and staff are avail- 
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able to convince the very large number of washers that this is 
not necessarily an important factor.” The view is expressed that 
alleged skin conditions attributed to the use of detergents are 
largely due to their extravagant use. No complaints of derma- 
titis of the hands had been received during the use of over 
1,000 tons of blended synthetic detergent mixtures, a result 
attributed to control of the amounts of water. 


Multiple Sclerosis Society—A Multiple Sclerosis Society has 
been founded by a group of lay persons, most of whom have 
close relatives suffering from the disease. It will follow broadly 
the form of the National Multiple Sclerosis Society in the 
United States. It aims at cooperating with the medical profes- 
sion in encouraging scientific research into the cause and cure 
of the disease. In addition, it proposes to develop a rehabilita- 
tion program for victims of the disease. Members of the society 
will visit patients and give them help and advice, and, if neces- 
sary, financial assistance. It is estimated that disseminated 
sclerosis attacks one person in 2,000 in Great Britain. 


Public Health.—The annual report of the Chief Medical Officer 
of the Ministry of Health for 1952, dealing with England and 
Wales (Scotland has its own Department of Health), ranges 
over a wide field. The estimated population, 43,940,000, is 
140,000 greater than 1951, but more interesting is the age 
distribution: 22% of the population were less than 15, 67% 
between 25 and 64, and 11% aged 65 and over. The cor- 
responding percentages for 1901 were 32, 63, and 5. It is esti- 
mated that 50 years from now there will be as many persons 
over 65 in the population as there are persons under 15. There 
was a further fall in the birth rate, from 15.5 per 1,000 popu- 
lation in 1951 to 15.3. The stillbirth rate was 22.7 per 1,000 
total live and still births. The death rate at 11.3 per 1,000 
was the second lowest ever recorded. The most striking de- 
crease in the death rate was among young women; at ages 
15 to 19 a fall from 0.78 per 1,000 in 1950 to 0.51 in 1952, 
a relative improvement of 35%, and at ages 20 to 24, a fall 
from 1.09 per 1,000 in 1950 to 0.76 in 1952, a relative im- 
provement of 30%. Most of this improvement is attributed to 
the decline in deaths from tuberculosis, which used to be 
responsible for about half of the total deaths in this age group. 
The expectation of life is now 67 years for males and 72 for 
females. The number of deaths from respiratory tuberculosis 
was 22% less than in 1951 and less than half the number in 
1948. Deaths from cancer of the lung, however, continued to 
increase, and three deaths were assigned to cancer of the lung 
for every two assigned to respiratory tuberculosis. The actual 
figure (14,218) was only slightly less than that for cancer of 
the stomach (14,409), which still leads the list of malignant 
growths in the causes of death. The number of deaths due to 
coronary disease was 61,429 compared with 40,330 in 1948. 
The deaths from leukemia continued to increase; there were 
2,043 compared with 1,489 in 1948. There were 32 deaths from 
diphtheria (2,285 in 1932). The infant mortality rate fell again, 
to 27.6 per 1,000 reported live births, compared with 29.7 in 
1951. Among reportable infectious diseases, the more outstand- 
ing figures are 372 confirmed reports of diphtheria (658 in 
1951); 130 of typhoid (202 in 1951); 1,038 of paratyphoid 
(1,094 in 1951); and 135 of smallpox (27 in 1951). 

Some interesting figures are quoted from the results of the 
1951 census of population. The average family size was 1.69. 
Of married women under 45, 5% had five or more children, 
compared with 20% in 1911. The population drift from agri- 
culture and from villages to towns continues. Compared with 
1931, there are fewer miners, textile workers, and women in 
domestic service and more builders, clerks, professional work- 
ers, and employees in the chemical and engineering occupa- 
tions. For instance, there were only 178,000 resident domestic 
servants in private households, compared with 706,800 in 1931. 

In the chapter on smallpox it is pointed out that, compared 
with 1951, the total number of persons vaccinated during 1952 
was fewer by over 92,000 and the total number of revaccina- 
tions fewer by 210,000. The vaccinia rate for infant vaccination 
was only 30.6%, but this showed a slight rise over 1950 and 
1951. Not more than 1 in 25 of the children entering or leav- 
ing school who had been previously vaccinated in infancy were 
revaccinated. As complications of vaccination, there were 15 
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cases of generalized vaccinia (two fatal) and six of postvaccina) 
encephalomyelitis (one fatal). This gives an incidence of gen- 
eralized vaccinia of 1 per 20.000 primary vaccinations 
ages. 

Details are given of an investigation of the effect of ultra. 
violet light irradiation in schoolrooms on the health of schoo) 
children. Observations were made in six schools for three years 
(1946-1948). In three of the schools all classrooms and ag. 
sembly halls of the infant and junior departments were equip. 
ped with ultraviolet lamps to irradiate the air in the Upper 
part of the room and irradiation was maintained during schoo} 
hours throughout the whole period. There were 1,550 children 
in the irradiated schools and 1,860 in the control schools. The 
final results showed that “there was no appreciable effect op 
the total sickness in either the infant or junior departments.” 

The following quotation from the section on typhoid is in the 
best Sherlock Holmes’ tradition: “Outbreaks were few and 
small. In one of these the connexion between the widely scat. 
tered cases was established only by elaborate laboratory investj- 
gation. The seven patients concerned gave a history of some 
definite association between their illness and a previous visit to 
one particular section of the East Anglian coast. In four 
instances the patients had eaten cockles which they had gath. 
ered from the foreshore adjoining the outfall of a small sewage 
treatment plant; in three instances the patients had bathed ip 
the tidal estuary at the same point. Phage-typing of the cultures 
derived from these patients showed that all belonged to an 
‘untypable’ Vi-strain giving the same phage reaction. An iden- 
tical strain of Salm. typhi was also isolated from one sample 
of cockles taken from the foreshore, and at a later date. after 
numerous specimens of effluent had been examined without 
result, the same strain of Salm. typhi was isolated from a 
specimen of crude sewage taken at the point of entry of the 
main sewer into the treatment plant. Particular interest attaches 
to these cases, because four of them were in visitors from 
towns far from East Anglia, and it was the results of routine 
phage typing which directed attention to this one small section 
of the coast as the place of infection, and established proof of 
infection from sewage effluent discharging at that point.” 

The number of new cases of syphilis has fallen to 891 in 
men and 462 in women, compared with 1,498 in men and 774 
in women in 1951. The number of cases of congenital syphilis 
in infants less than 1 year old fell from 156 in 1951 to 110 
in 1952, the lowest figure ever recorded. The number of cases 
of gonorrhea is rising: 15,510 men and 3,585 women were 
affected, compared with 14,975 men and 3,089 women in 195]. 
There has also been an increase in the number of new cases 
of nongonococcal urethritis in men, from 10,794 in 1951 to 
11,552 in 1952. In discussing the present position and the 
future, the following comments were made: “The fact that, in 
spite of penicillin and other antibiotics, venereal urethritis in 


at ail 


‘man (both gonocdccal and non-specific) as well as gonorrhea 


in women has increased during 1952 should restrain any tend- 
ency to complacency about the venereal diseases position, or 
any temptation to exaggerate the impact of antibiotics on these 
diseases.” What has occurred with gonorrhea might yet happen 
with syphilis and the eect on the public health of an increase 
in nongonococcal urethritis, now recognized as a venereal dis- 
ease, cannot yet be appreciated. Sexual promiscuity is still rife 
and so long as this is the case, the danger of venereal disease re- 
mains. An analysis of the results of antenatal syphilis testing 
from six centers shows that, of 103,810 specimens of blood 
tested, 364 (0.35%) were positive. The figures from two of these 
centers have been further analyzed according to whether the 
woman was a primpara or a multipara, and the results show 
positive tests among 0.25% of the primiparas and 0.6% of 
multiparas. The comment is made that “these figures, if they 
are supported from other centers in subsequent years, suggest 
that blood-testing for syphilis is advisable not only in a first 
pregnancy but also as a routine in subsequent pregnancies.” 

The figures for acute rheumatism show “another welcome 
reduction” in the number of deaths attributed to rheumatic 
fever, 328, compared with 378 in 1951 and 1,029 in 1943. 
Supplies of cortisone and corticotropin for the treatment of all 
forms of rheumatism are still limited; during the year 4,200 
National Health Service patients were treated with these sub- 
stances. 
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PARIS 


Treatment of Gastric Ulcer.—At the meeting of the Medical 
Society Of Paris Hospitals on Oct. 16, 1953, R. Cattan and 
p, Frumusan reported a treatment for gastric ulcer that was 
suggested by Dr. Buccaille a few years ago. Their patient, 
a 74-year-old man, had a large ulcer of the lesser curvature 
of the stomach. Because the usual forms of treatment did 
not relieve his severe pain, the authors infiltrated the left 
frontal lobe of the brain with 15 cc. of procaine. This im- 
mediately relieved the pain. A few days later they infiltrated 
the right frontal lobe, and this was followed by a complete 
clinical and roentgenologic cure. The authors called attention 
to two patients with hemorrhagic rectocolitis treated by the 
same method with good results. They believe that this confirms 
the corticovisceral theory of the mechanism of gastric ulcer 
suggested by Bykhow and Kourstine. Although Buccaille, the 
originator of this method of treatment, obtained good results 
in 80% of his patients with intractible pain, he stressed the 
precautions necessary to avoid an injury of the cortex during 
the operation. 


Corticotropic Principle in the Human Placenta.—Although 
temporary remission during conception of a chronic progressive 
polyarthritis is common, no appreciable improvement could 
be obtained in rheumatic patients by giving the sex hormones 
in a filtrate of urine from a pregnant woman, transfusion of 
blood taken from a pregnant woman, or placental blood. 
E. Aron has been able to extract from the human placenta, 
by treating it with acetone, a corticotropic substance having 
the same physiological action as corticotropin (ACTH). It 
cannot yet be produced on a commercial scale. 


Peptic Uleer and Renal Lesions.—For several years Dr. Lamb- 
ling and his co-workers have tried to find a relationship be- 
tween peptic ulcer and experimental renal lesions. In the case 
of ulcer in white rats produced by pyloric ligature, the renal 
histological lesions are severe. The vascularization of this 
organ is greatly reduced and ischemia is frequently complete. 
The authors believe that, in animals submitted to experiments 
of this sort, renal lesions precede the gastric changes and 
may even favor them, probably by the secretion of a vaso- 
tropic factor formed in the ischemic renal parenchyma. 


In the autopsies of five patients who died with gastric ulcer, 
Lenoir, Richet, and Jaquelin in 1920 found an unsuspected 
renal sclerosis. At a meeting of the Medical Society of Paris 
Hospitals in June, 1953, S. Bonfils, J. P. Hardouin, L. René, 
D. Hewitt, and A. Lambling reported on the histological find- 
ings in renal biopsy specimens obtained during 18 operations 
for peptic ulcer. The removal of such specimens has been 
shown to be harmless. Nine of the patients had gastric ulcers 
(five of which were on the lesser curvature), and nine had 
duodenal ulcers (seven of which were in patients less than 40 
years of age; the others were between 40 and 60 years old). 
In 17 of these patients, chronic interstitial and glomerular 
nephritis and even tubular lesions showing acute and recent 
pathological changes were found. The authors stressed the fact 
that no renal tissue changes have been found in patients with 
biliary lithiasis, hemorrhagic rectocolitis, or hypertension. 


Treatment of Anorexia Nervosa.—At the same meeting of 
the Medical Society of Paris Hospitals, J. Weil, J. Bernefeld, 
P. H. Paumelle, and Mlle. Josslow reported the treatment 
of a patient suffering from anorexia nervosa with isoniazid 
for one year. If the good results obtained can be duplicated 
in a larger series, ambulant treatment of these patients can 
be envisaged, and complete isolation should be necessary only 
in the severest cases. Even in these isoniazid, by modifying 
the thymic action, can be considered as an important adjuvant 
medication. 


Arteriocapillaries in Arterial Hypertension.—At Toulouse Neu- 
rologic Clinic, Riser, Planque, and Dardennes have studied 
the arteriocapillary condition in hypertension and especially 
in the malignant phase. They concluded that, when the total 
mass of blood and that of the interstitial liquid are not ele- 











FOREIGN LETTERS 609 


vated in these patients, the capacity of the vascular system 
is lowered. On studying the head of a patient with hyperten- 
sion, the authors stated that the temporal pressure of the 
retina was proportionally elevated to humoral pressure, caus- 
ing meningocerebral and retinal morbid changes. It is neces- 
sary to distinguish the local vascular lesions of the retina 
from exudations on the optic disk. A pathognomonic sign of 
malignant hypertension before the age of 60 would be the 
disappearance of the marginal capillary network. 


Periodic Affections.—In 1951, Cattan and Mamou reported 
14 patients suffering from a syndrome of unknown cause. 
Most of the patients were young persons who lived in Israel 
or North Africa. They suffered from an attack of articular 
rheumatism, fever, or severe abdominal pain, or they had all 
three at once. The symptoms lasted a few days or a few weeks 
and then disappeared until the next attack. Of their 14 patients, 
10 were of the same family. All clinical and laboratory ex- 
aminations were normal, except that for albuminuria. At a 
similar meeting in May, 1953, H. Mamou and A. Bernard 
reported two more cases of this disease. One patient was a 
36-year-old man who was born in Paris and had never left 
France but whose parents were Algerian Israelites. For 25 
years he had had attacks, sometimes resembling malaria and 
sometimes characterized by severe epigastric pain and vomit- 
ing. Treatment with acetarsone, chlortetracycline (Aureomycin), 
and other drugs gave no relief. The second patient had a 
lipoid nephrosis, this being the major complication of his 
periodic affection. At the same meeting, F. Signier, M. Zara, 
J. L. Funck-Brentano, and G. Lagrue reported a patient with 
the rheumatic form of this periodic disease. Milliez reported 
two urban subjects and Ravina, two nonoriental subjects. 
Ravina noted a striking resemblance between this disease and 
periarteritis nodosa. 


Complications of Corticotropin (ACTH) Therapy.—In Therapie 
of 1952 (pages 377-383), Coste reported the complications 
observed in treating 600 patients with corticotropin (ACTH) 
or cortisone, chief of which was hypertension. Edema occurs 
frequently and, contrary to the current opinion, during an 
advanced stage of the treatment. If the patient, as is often 
the case, has cardiac decompensation, this edema may en- 
danger his life. Hypercholesterolemia may be observed dur- 
ing treatment with cortisone, for cortisone keeps the adrenal 
gland at rest. An increase in the toxicity of an infection, a 
cortisonic abscess at the point of injection, a pneumopathy, 
peptic ulcer, or the perforation of an already existing ulcer, 
the appendix, gallbladder, or intestine may occur. A thorough 
history by systems should be obtained before cortisone is 
given. Of the 600 patients, a severe psychosis developed in 
5 during treatment. Minor complications include tachycardia, 
insomnia with euphoria, asthenia after prolonged treatment 
due to the catabolic effect of the hormone on protein metab- 
olism and to a negative potassium balance, and diabetes with- 
out acidosis. If the patient was diabetic prior to treatment, 
the dose of insulin should be increased, because of the insulin 
resistance of patients with cortisonic diabetes. This insulin 
resistance disappears as soon as the hormonotherapy is stopped. 


In the same issue, R. Turpin reported a rare case of diffuse 
hepatic steatosis in a 4-year-old child who for three months 
had had a subacute micrococcic (staphylococcic) infection. 
Micrococci were found in the urine, feces, and cutaneomucosal 
lesions. Even those antibiotics active against micrecocci in 
vitro had no affect on the infection, so he was given 0.1 gm. 
of cortisone per day and oxytetracycline (Terramycin). Within 
60 days he received 4.2 gm. of cortisone; his temperature came 
down; and his general condition was greatly improved. On ° 
the fourth day of treatment, his liver became enlarged and 
a needle biopsy showed a diffuse steatosis without cellular 
degeneration or interstitial changes. The humoral examination 
showed 3.05 gm. of total cholesterol, 2 gm. of esterified 
cholesterol, 12.4 gm. of lipids, and 3.7 gm. of phospholipids. 
The dose of cortisone was reduced and treatment stopped the 
60th day. The child made a complete recovery. 
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Treatment of Sciatica—At a meeting of the French League 
Against Rheumatism in May, 1953, Professor De Seze, and 
S. H. Jurmand reported the statistics of their unit in the 
Lariboisiére Hospital covering 872 patients with sciatica. In 
93, duration was of less than two months, in 50 it was of just 
two months, and in the rest it was of longer duration. Eleven 
per cent were operated on. At the same meeting, P. Ravault, 
Wertheimer, Vignon, and Michel reported on 70 patients with 
sciatica on whom they operated. Although 25% of these 
presented no roentgenologic signs, they were found to have 
herniation of the intervertebral disk. In 75% either a discoid 
hernia or discoid protrusion was found. Laminectomy was 
performed on 10%. The authors believe that operation for 
discoid hernia is justified, but they advise against rhizotomy. 


Alcoholism.—At a meeting of the Congress Against Alcohol- 
ism in Paris in 1953, Professor Debré stated that the problem 
hinges not only on education and antialcoholism propaganda, 
but also on socioeconomic factors. Millions of Frenchmen 
derive their living from wine production and distillation, and, 
to fight efficiently against alcoholism, it is necessary to change 
the agricultural structure of the country. Instead of raising 
beets and grapes, cereal grains should be cultivated. In France, 
alcoholism is due chiefly to wine, which is considered as a 
national drink and not as an alcoholic beverage; but research 
has shown that this drink may lead to alcoholism. Professors 
G. Laroche and Tremoliéres discussed the food value of 
alcohol that contains 7 calories per gram. These calories are 
not used for muscular work and thermal regulation. E. Chabrol 
and A. Girauld reported that from 1906 to 1940 about 85 
cases of cirrhosis of the liver a year have been treated in one 
hospital in Paris. There was a marked decrease during the 
war and a corresponding increase after the war. About 30% 
of these patients are women. They emphasized that alcoholism 
produces 60% of the cases of cirrhosis. 


SWEDEN 


Malpractice Suits——‘“Laikarnas Ansvarighetsnamnd” (Doctors? 
Liability Committee) is an official body that deals with claims 
for compensation against doctors, and its rulings are usually 
final. In spite of the monotony with which such claims recur 
year after year, they make instructive reading for the younger 
generation of physicians. The following two cases, taken from 
the Dec. 4, 1953, issue of Svenska Likartidningen, are good 
examples of a happy and an unhappy outcome. After a pre- 
liminary radiological screening a physician attempted to induce 
an artificial pneumothorax in a patient. At the first puncture 
the manometer showed no movement, and the physician there- 
fore did not introduce any air. The patient complained of pain 
and of feeling giddy. At the second puncture, the manometer 
showed normal movements, and air was introduced into the 
pleural cavity. After spontaneous aspiration had proceeded for 
some time, the insufflation was completed under positive pres- 
sure. This provoked no complications at the moment, but, when 
the patient sat up, she suddenly felt very giddy, and, though 
she rallied somewhat after a short interval, her condition was 
such that she had to be hospitalized. After some initial im- 
provement, her condition became stationary, with signs of 
involvement of the nervous system probably due to air embo- 
lism. The Doctors’ Liability Committee ruled that this mishap 
cannot always be avoided and that the doctor concerned was 
not guilty of carelessness or neglect. The other case concerned 
a woman who died shortly after being given an injection of a 
local anesthetic in the course of an operation for goiter. The 
anesthetist, a nurse, gave her an injection of a 2% instead of a 
1% solution of lidocaine, although she knew at the time that 
the solution ought to be of the weaker strength. As the sur- 
geon failed to verify the strength of the solution, it was ruled 
that he, as well as the nurse, was to blame, and they were 
called on to share equally in the allotted responsibility. It is 
such a ruling as this that raises the prestige of the tribunal in 
question, as it refutes the old complaint that physicians side 
blindly with one another when the honor of their profession is 
impunged. 
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Salmonellosis and Poliomyelitis Epidemics—A_ report pre. 
sented to the Swedish Parliament in November, 1953, showed 
what a great strain salmonellosis and poliomyelitis imposed on 
the public health authorities in that year. There are about 30 
different types of Salmonella in Sweden, but only S. schottmijj. 
leri is known to provoke serious typhoid-like disease. During 
the five year period 1948 to 1952 salmonellosis remained within 
modest limits with a maximum of 360 reported cases in ong 
year and a minimum of 129 in another year. In the first fiyg 
months of 1953 only 38 cases, scattered over the whole of 
the country, were reported. In the first half of June, 32 casos 
were reported, but, from June 16 to Augusi 31, there werg 
7,717 cases, with a concentration in one or two counties 
although the whole county was involved. There were 90 deaths 
from salmonellosis during this period. The incidence declined 
in September, and only 176 cases were reported in October, 
The shortage of hospital accommodation was so great at the 
height of the epidemic that more than half the patients had to 
be treated at home. No wholesale vaccination was undertaken 
and it is doubtful if much would have been achieved by it at 
the time, because after vaccination immunity takes about three 
weeks to develop. This epidemic demonstrated the need for 
regional bacteriological laboratories. The Ministry of Health 
has recommended the creation of two such laboratories de. 
signed to cope with future outbreaks. This epidemic was stil] 
raging when a severe outbreak of poliomyelitis occurred. It 
had, however, been anticipated. During the previous decade 
an average of 1,550 cases per year had been reported, but, in 
1953, by the end of Oct. 3,882 cases had already been re- 
ported, of which 2,247 were paralytic; 110 of the patients died, 
Gamma globulin was given on a very modest scale, for at the 
time the annua) production of it in Sweden did not exceed 
4,000 protective doses, and to have increased this supply ef- 
fectively would have encroached on the available supply of 
blood for transfusions. With an adequate supply of poliomye- 
litis virus, it is hoped that in a couple of years vaccination of 
all susceptible persons against poliomyelitis wil] be possible. A 
program of poliomyelitis vaccination will be started this year, 


Poisoning by Soporifics—A revolution in the treatment of 
poisoning by soporifics is reported by Drs. Arne Aldman, Tore 
Ekstrand, and Bendt Eyrich, in Svenska Lakartidningen for 
Dec. 18, 1953. This report comes from the Serafimer Hospital, 
where in the period 1947 to 1952, inclusive, 87 men and 129 
women were treated for this condition. In 147 of these the 
poisoning was slight; the patients were not quite unconscious 
on admission, or they awoke soon afterwards. In 67, however, 
the poisoning was serious enough to put the treatment given 
to a severe test. The exact amount of the soporific each pa- 
tient had taken per kilo body weight was not found to be as 
accurate a measure of severity as the duration of unconscious- 
ness in the hospital. Another factor influencing the prognosis 
was the length of the interval between the taking of a soporific 
and admission to the hospital. The 67 severely poisoned pa- 
tients were treated differently in the period 1947 to 1950 than 
in the period 1951 to 1952. In the first period, the stomach 
was washed out and charcoal and magnesium sulphate was 
introduced into it. Afterward stimulants were given in an at- 
tempt to awaken the patient. In the second period, attention 
was concentrated on keeping the respiratory passages open and 
combating shock. Endotracheal intubation and endobronchial 
aspiration were applied on the most severely poisoned pa- 
tients and they were repeatedly shifted from one side to 
another and given oxygen through a fine rubber tube when 
necessary. Shock was combated by blood or plasma trans- 
fusion under close control of the pulse and blood pressure. 
Fluid balance was assured by the intravenous injection of 
glucose or physiological saline solution or a solution of sodium 
bicarbonate, and the urinary output was checked every hour 
with the help of a self-retaining catheter. Of the 38 patients 
treated in the first period, 15 of whom were unconscious for 
more than 24 hours after admission to the hospital, 9 died, and 
of the 29 treated in the second period, 14 of whom were un- 
conscious for more than 24 hours after admission to the hos- 
pital, only 2 died. 
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MIDDLE MENINGEAL BLEEDING 
To the Editor:—The emergency existing in middle meningeal 
bleeding often places the general surgeon in a position of 
greatest opportunity to save these patients. Any reasonable 
suggestion for improving his management of patients with this 
highly fatal lesion should be heeded. The paper in the Dec. 
19, 1953, issue of THE JouRNAL by R. B. Raney, A. A. Raney, 
and E. W. Peterson calls attention to the utility of ligation 
of the external carotid artery in halting bleeding from a 
lacerated middle meningeal vessel, but it seems incorrect to 
me to Suggest that this procedure be done before the clot 
is evacuated. ‘ 

The alarming rapidity with which patients with this lesion 
can progress from apparent normality to death has led to 
the realization that, once the lesion is considered probable, it 
is mandatory that some immediately available physician with 
sufficient boldness make a temporal opening and evacuate the 
clot without delay, and without regard for whether he has 
ever done the operation before. (It is not especially difficult.) 
It has been recognized that conditions do not need to be 
“ideal” for the satisfactory performance of this operation. 
Indeed, it must be done, no matter what the conditions. There 
is not often enough time remaining for these patients to 
await the arrival of a neurosurgical specialist or to permit 
transfer to a hospital better prepared for cranial surgery than 
the one in which the diagnosis is made. It does not seem wise 
to say, Suggest, or imply that any other course of action is 
preferable. 

In essence, the paper mentioned describes a single instance 
of a man who, some 12 to 18 hours after suffering a skull 
fracture with middle meningeal laceration, became comatose 
and cyanotic, with a dilated fixed pupil and medullary de- 
compensation. The external carotid artery was ligated, after 
which the intracranial clot was evacuated. No particular intra- 
cranial bleeding of an active sort seems to have been en- 
countered, but the patient was transferred to another hospital 
for reexpansion of the dura by saline solution and wound 
closure. It hardly seems justified to credit the favorable out- 
come for this patient to the preliminary ligation of the carotid 
artery. It must have taken just about as long to ligate the 
carotid as it would have taken to begin the evacuation of the 
clot, and, in the 20 to 30 minutes elapsing from the begin- 
ning of either procedure, the increase in clot volume would 
be identical. As carried out, with carotid ligation taking prece- 
dence over the clot evacuation, the patient suffered brain 
compression during the additional minutes necessary to do the 
cranial operation after the carotid was tied. The patient sur- 
vived because the clot was evacuated in the remaining time 
this patient had to live. Evacuation of the clot was perhaps 
attended by less free bleeding than would have been the case 
had the carotid not been tied. To attribute more than this to 
the effect of the ligation seems unwarranted. 

A statement is made in the first paragraph of this paper 
that ligation of the carotid “enables the patient to be main- 
tained in status quo until adequate neurosurgical treatment 
can be instituted.” This statement is not justified by any of the 
facts presented or marshaled in the report or by any others 
of which I am aware. The statement actually seems to en- 
courage the general surgeon to choose the neck ligation over 
the less familiar temporal craniectomy, with the expectation 
that a living patient will be on hand some unspecified time 
later when a neurosurgeon is secured to evacuate the clot. 
Actually, a patient in a condition such as described in the 
case report cannot have long to live whether the carotid is 
tied or not, as long as the clot volume is undiminished. Later 
on in the paper, the statement is made that after the carotid 
is ligated, “severe cerebral compression may then be relieved 
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by a simple trephine opening and suction,” but it is not em- 
phasized that this should be done immediately (as the authors 
did) and not some hours later in another hospital. 

It is my belief that no consideration should be given, to 
carotid ligation as the initial procedure in cases of middle 
meningeal bleeding, if any means are available to perforate 
the temporal squama and if a surgeon of sufficient under- 
standing and courage is available to make the perforation. No 
consequence of infection or bleeding can be more disastrous 
than the consequences of being 30 minutes too late with a 
middle meningeal hematoma. Carotid ligature is of definite 
value as a secondary operation, if the surgeon finds himself 
unable to locate the bleeding vessel or to control it with a 
ligature, unremoved hemostat, or packing before a neuro- 
surgeon arrives to complete this technical detail. Carotid liga- 
tion deserves more notice, particularly to encourage the general 
surgeon who may hesitate to open the head for fear that he 
may be unable to stop the bleeding once he has done so. 


GeEoRGE EHNI, M.D. 
1006 Hermann Professional Bldg. 
Houston 25, Texas. 


USE OF FORCEPS 

To the Editor:—The editorial on forceps on page 1450 of THE 
JouRNAL, Dec. 19, 1953, misses the most important statement 
in Jeffcoate’s article, who, in turn, quoted Douglass and Kal- 
treider. There has been a tremendous effort by various com- 
mittees, hospitals, and physicians to lower maternal mortality. 
Since THE JOURNAL has a wide circulation and since physicians 
will be influenced by the editorial, I am quite certain that they 
will attempt forceps and then perform a cesarean section, with 
a very definite increase in maternal mortality. Jeffcoate states 
trial forceps “could, of course, be abused and it has no place 
save in the hands of the expert working in hospital—the same 
qualifications which apply to the accepted practice of trial of 
labor.” Douglass and Kaltreider state “It should be emphasized 
that trial forceps is a method of delivery which should be 
undertaken by a skilled obstetrician and not by the general 
practitioner who has had no specialty training.” I feel that the 
competent obstetrician rarely needs to use trial forceps. 


W. J. DIECKMANN, M.D. 
5841 Maryland Ave., Chicago 37. 


REMOVAL OF CERUMEN 
To the Editor:—On numerous occasions, patients present 
themselves complaining of reduced or absent hearing, vertigo, 
tinnitus, headache, or otalgia. Examination of these patients 
is essentially normal, with the exception of the presence of 
impacted cerumen in the auditory canal. The symptoms are 
due to the impinging of the cerumen on the drumhead. Re- 
moval of the cerumen is followed by alleviation of the com- 
plaints. At times, removal of the impacted cerumen presents 
a rather difficult task. Irrigation and instrumentation proves 
painful and at times fruitless in attempting to loosen the in- 
spissated and hardened cerumen. I have used a simplified 
method of removing the impacted cerumen and it has proved 
successful and of minimal discomfort to the patient. I intro- 
duce into the ear canal a weak solution of a commercial de- 
tergent (All or Dreft), and this is permitted to remain in the 
ear over night. The following morning the cerumen is very 
soft and very easily removed by gentle irrigation. Often the 
cerumen is spontaneously expressed, and the patient need not 
return, 
SAMUEL STEINBERG, M.D. 

2822 N. Fifth St., Philadelphia 33. 
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This is the 12th in a series of studies made by the Com- 
mittee on Indigent Care of the Council on Medical Service 
concerning local plans for medical care of the indigent. A 
general introduction to the series and the first of the Com- 
mittee’s studies (Erie County, New York) appeared in the May 
10, 1952, issue of THE JouRNAL, pages 188-191. The 11th study 
(Vanderburgh County, Indiana) appeared in the Jan. 2, 1954, 
issue of THE JOURNAL, pages 83-84. 


















































Medical Care for the Indigent in New York State 


This is a study of medical services available to indigent and 
medically indigent residents of the state of New York. In 1950, 
the state had a population of 14,830,192, of whom 7,891,957 
were residents of New York City. The state is highly in- 
dustrialized and a wide variety of occupations are represented 
in its economy; agriculture employs a relatively small per- 
centage of the state’s population but is an important source of 
income in upstate New York. 



























































ELIGIBLE POPULATION 


Any person in the state who is demonstrably unable to 
meet the cost of needed medical services may obtain aid 
through his local welfare office. The comprehensive medical 
care program is, therefore, available to both those on assistance 
rolls and the medically indigent. Table 1 shows the number 
of clients receiving assistance from the various state programs 
during an average month. 















































TABLE t.—Assistance Recipients, May, 1953 








New York Remainder’ State 
Program City of State Total 

General assistance * (Home relief, veteran 
EINE vatiggnece nna cceencnsestesensee 56,020 19,070 75,090 


















































Public assistance * (total).............se0 202,395 110,213 312,608 
eT Ce ces weveceuenoconss 57,410 53,923 111,333 
Aid to dependent children............... 119,586 45,126 164,712 
AMortatanes tO the DUNG. ...0.ccccoveccces 2,844 1,477 4,321 
Ee Ge es neccntcnsavecaissee 22.555 9,687 $2,242 








* In New York, both local and federally aided programs are classified 
as ‘‘Public Assistance’; in this report, however, the term refers only to 
the four federally aided programs, in order to maintain uniformity with 
previous studies in this series. 

+t Includes 1,410 eases for hospitalization only; 2,635 for public home 
infirmary care only; 7,187 for hospitalization and assistance; and 811 for 
public home infirmary care and assistance. 






































ADMINISTRATION 


New York’s indigent care plan is administered at the local 
level with what is primarily supervisory activity at the state 
level. The general format was developed through the coopera- 
tion of the state welfare department, the state medical society, 
the local welfare authorities, and the local medical consultants; 
representatives of these groups continue to meet periodically 
aS a joint committee to study and guide the program. The 
state’s Department of Social Welfare is administered by a 
15-member Board of Social Welfare appointed by the governor 
with the consent of the state senate. This board is chiefly a 
regulatory and advisory body; it establishes regulations for 
assistance administration, advises local welfare officers, ap- 
proves or disapproves the various local welfare plans, ad- 
ministers those welfare programs for which the state alone is 
responsible, distributes financial reimbursement as prescribed 
by law, and regulates inspections of such institutions as hos- 
pitals and nursing homes. Local welfare districts that have not 
yet devised their own approved medical care plans operate 
and receive reimbursement under the state welfare depart- 
ment’s general regulations, now in the process of revision. 
State supervision of these districts as well as of those that 
have plans is carried on through six area offices of the depart- 
ment. Much of the department’s advice and guidance is pro- 
vided by medical social workers from the headquarters and 
area offices who help local districts in evaluating social con- 
ditions, interpret medical policies, advise on difficult problems, 
and make continual studies of the medical welfare program 
with a view to improvements in care and administration. 
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Feeling that comprehensive medical service includes health 

promotion, disease prevention, and early detection of illness 
treatment, and rehabilitation, state authorities have Maintained 
a close liaison between the health and welfare departmeny 
Since April, 1952, an assistant health commissioner has beep 
assigned to head the Bureau of Medical Care of the Depart. 
ment of Social Welfare; he remains a member of the health 
department with access to its personnel, records, facilities, and 
guidance but is administratively responsible to the Commi. 
sioner of Social Welfare. This health officer develops the 
policies and procedures for the local welfare districts ang 
assists them in developing their medical services; devises the 
standards by which the welfare department supervises and 
certifies hospitals, dispensaries, nursing homes, public homes 
and private agencies; and coordinates state services to Provide 
better care for the indigent. The Bureau of Medical Care. x 
an aid to local programs, allows the use of resources Outside 
the particular district or outside the state to provide Care 
when the individual case requires it and adequate local facilities 
are unavailable. The health officer also supervises the medica! 
activities of the Commission for the Blind, the departments 
four training schools, the aged veterans’ home, and the schoo! 
for Indian children. 

Legal responsibility for providing assistance to needy resi. 
dents or transients is placed upon the 66 local public welfare 
districts. Eight of these are city districts (New York, Middle- 
town, Oswego, Poughkeepsie, Auburn, Jamestown, Bingham. 
ton, and Newburgh), one is a town district, and the remaining 
57 are county districts. County welfare districts may be ad- 
ministered on a county basis with service officers in the towns 
providing for emergency cases and giving information but 
with all other assistance applications forwarded to the county 
office; in the county-town system, town welfare officers can 
authorize and grant general assistance, including medical care, 
but public assistance applications must be referred to the 
county office. Cities included in county units may have the 
same type of administrative set-up as these towns. The wel- 
fare district is administered by a commissioner who determines 
the program of public assistance, including medical care, for 
his district, submits it to the state welfare department for 
approval, and is responsible for its operation once approved 
The total assistance plan for a district must fulfill the follow- 
ing requirements: It must provide prompt access to benefits 
by applicants and recipients of assistance, standards of assist- 
ance and care, maintenance of adequate office facilities, and 
full-time service in those towns where home relief is a town 
charge. Needed services and assistance must be assured to those 
eligible without regard to the rate of reimbursement by the 
state, and the plan must include a description of the methods 
used in administering assistance in the district’s towns and 
cities. 

To achieve high quality medical care and a maximum of 
local autonomy in the medical part of these programs, five 
elements are considered essential: (1) definition and statement 
of scope of plan; (2) medical and social coordination; (3) 
medical and fiscal records: (4) integration with community 
medical and health resources, and (5) local medical direction 
and administration. Specific details vary from district to dis- 
trict, but, in general, the following methods are utilized to 
achieve these goals. A written statement is prepared by mutual 
agreement between welfare officers and medical personnel 
defining all phases of the medical program; medical needs are 
determined by physicians and the financial eligibility of appli- 
cants is determined by social workers, with joint planning 
when necessary. Complete records, both medical and financial, 
are kept for each patient as well as cost records by the type 
of service. The local welfare department keeps an inventor) 
of all health facilities available for the community, whether 
federal, state. or local, so that all may be utilized; in estab- 
lishing the program, the welfare commissioner meets with rep- 
resentatives of the medical and allied professions in the district 
and works out a plan to suit local conditions. When the 
plan has been approved by the state, a licensed physician is 
appointed as a medical consultant to direct the medical aspects 
of the plan, after consultation with the local medical societ) 
concerning his qualifications for the position. He establishes 
properly staffed central medical units to handle and refer al! 
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requests for medical care. Through this close cooperation be- 
;ween local medical and welfare authorities, all available facili- 
ies are fully utilized, specific problems are equitably settled, 
and the program reflects and serves the needs of the particular 
community. (For a more detailed study of one of these local 
plans, consult the first report in this series, Erie County (Buf- 
falo), New York, in the May 10, 1952, issue of THE JOURNAL, 
pages 188-191). 
SERVICES AVAILABLE 
The state Board of Social Welfare officially defines medical 
care for the indigent in the following terms: “. . . necessary 
preventive, diagnostic, corrective and curative service and sup- 
plies essential thereto, provided by qualified . . . personnel 
_, for conditions . . . that cause suffering, endanger life, 
result in illness or infirmity, interfere with his capacity for 
normal activities, or threaten some significant handicap.” The 
focal welfare districts, therefore, are required to provide a 
comprehensive program of medical services for assistance 
clients. Services generally available include physicians’ care in 
home, office, and hospital by both general practitioners and 
specialists, all hospital services, nursing home and clinic serv- 
ices, home nursing and housekeeping services, ambulance serv- 
ice, laboratory facilities, drugs and appliances, eyeglasses, 
physiotherapy, and radium therapy. In general, it may be said 
that the indigent have available all medical services available 
in the welfare district. In most districts, the client has free 
choice of any physician in the community, although in two 
districts salaried physicians care for welfare cases. There are 
few limitations on service or on the professional personnel 
eligible to provide them; no limit is placed on hospital services, 
although all drugs must be prescribed by the attending phy- 
sician. 
PROVIDERS OF SERVICE 
Any doctor of medicine or of osteopathy may participate 
in this program provided he is licensed by the state of New 
York to practice. Thus, with the exception of the two districts 
noted in which salaried physicians care for the indigent and 
a few in which the client must choose from a panel of co- 
operating physicians, there is almost unlimited freedom of 
choice of physician for the indigent patient. Specialist pro- 
cedures may be undertaken by men recognized as specialists 
by their respective specialty boards or by physicians designated 
as specialists according to welfare department or workmen's 
compensation regulations. Any hospital may participate in the 
program if it meets the standards set by the American Col- 
lege of Surgeons and is certified periodically by the state 
welfare department; standards for participating nursing and 
convalescent homes have been established by the department. 
Any other professional personnel, including pharmacists and 
registered or practical nurses who are licensed by the state, 
may participate in the program; nursing care is provided by 
local private nurses, the Visiting Nurses’ Association, and, in 
some cases, public health nurses. Thus, the indigent patient 
has available almost the entire range of medical personnel 
and facilities in the state, including some 459 hospitals, 88 
dispensaries, 800 nursing homes, and 58 public homes certified 
by the welfare department. 
PAYMENT FOR SERVICES 
The state welfare department with the cooperation of the 
State medical society has devised a fee schedule for physicians’ 
home and office calls and diagnostic and therapeutic pro- 
cedures; if a local district pays the physician more than this 
schedule, the excess is not reimbursable from state funds. A 
general practitioner receives $2.00 for office calls and $3.00 
for visits to the patient's home, nursing homes, boarding 
homes, private homes for the aged, and institutions for the 
blind. A specialist receives $5.00 for initial calls, whether in 
his own office, the patient’s home, or an institution; follow-up 
calls are $3.00 at the physician’s office and $4.00 at the home 
or institution, General practitioners receive $2.00 for hospital 
visits and specialists receive $5.00 for initial hospital visits; 
however, if patients not on the assistance rolls receive free 
medical service at a particular hospital, no payment will be 
made to physicians for treatment of staff cases at that hos- 
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pital. For night calls $1.00 is added to the fee and there is 
a mileage allowance of 35¢ per mile. Surgical procedures are 
reimbursed according to a correspondingly detailed fee sched- 
ule, which includes fees for surgical assistants. 

Hospitals are reimbursed according to a flat per diem rate 
covering all hospital services. The method used to determine 
the maximum per diem rate was devised with the cooperation 
of the state hospital association and several agencies con- 
cerned with purchasing hospital care. Each hospital submits 
annual financial and statistical reports to the state welfare de- 
partment. These figures are adjusted to eliminate items not 
directly related to inpatient care, such as depreciation on equip- 
ment and buildings; from the adjusted figures, each hospital’s 
cost of operation per patient-day is calculated. When the hos- 
pital has ward beds only or private and semiprivate accom- 
modations only, a further adjustment is made to approximate 
more closely the per diem cost of ward care. For the purpose 
of computing hospital rates, the state has been divided into 
regions, and hospitals in a given region are grouped by the 
number of beds—less than 50, 50 to 199, and 200 or more. 
Adjusted per diem costs for all hospitals of a given size in 
a region are averaged; per diem payment to an individual 
hospital may not exceed the average cost for its group by 
more than 10%. Laboratory services are reimbursed accord- 
ing to a detailed fee schedule as are prescriptions for eye- 
glasses. Payment for home nursing services is made according 
to local rates. Payment for drugs is made according to a 
formula based on the wholesale cost of drug and container: 
when this totals $1.00 or less, the payment is the wholesale 


TABLE 2,.—1952 Assistance Costs 


Source of Funds 





en Be ieee —— 
Program Cost Federal State Local 
General assistance 
(Home relief)............ $ 41,304,940 §.......0.. $33,386,420 $ 7,918,520 
Publie assistance... 197 582,159 84,222 345 72,162,068 41,197,746 
Old age assistance 91,732,076 40,022 082 31,898,960 19,811,084 
Aid to dependent 
er 74,597 625 31,562,918 28,367,983 14,666,724 
Assistance to blind...... 3,865,315 1,546,246 1,470,802 848,267 
Aid to disabled.......... 27,387,143 11,091,099 10,424,323 5,871,721 
re $238,587,099 $84,222,345 $105,548,488 $49,116,206 


cost plus 34 with a 50¢ minimum; when this is over $1.00, 
the payment is the wholesale cost plus 2. Payment for com- 
pounded prescriptions is based on a comprehensive fee sched- 
ule, and “over the counter” drugs are reimbursable at retail 
prices. Sick room supplies are reimbursed at cost plus 50%. 


COSTS AND FINANCIAL SUPPORT 

Under a new welfare formula, inaugurated Jan. 1, 1954, the 
state shares in the cost of all welfare programs authorized 
by the state social welfare laws; federal aid grants for public 
assistance are allocated to the local districts and all remaining 
costs of authorized welfare programs are shared equally by 
state and locality. This provides state support for the care of 
the following groups, previously local charges only: wards of 
city or county welfare departments, indigents in public homes, 
public home infirmaries, and municipal lodging houses and 
shelters, hospitalized home relief clients, and children under 
foster care. The previous formula called for 80% underwrit- 
ing of costs by the state for the home relief program; the 
new rate of contribution is 50%. However, the state will pay 
80% of costs for the number of home relief clients in excess 
of 1% of the district's population, if these clients should 
exceed this number. The formula for support of the state tuber- 
culosis program has also been revised, and state support for 
the medical care involved has been increased. 

The following table shows the expenditure for each of the 
assistance programs during 1952 and the source of the funds 
utilized. 

The amount of assistance expenditures in New York reached 
a peak in 1950 and decreased slightly in 1951 and 1952; how- 
ever, the percent of total assistance costs and the amount 
expended for medical services have increased steadily since 
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1947. In that year, about seven million dollars were spent 
on medical services, approximately 4.2% of total costs; in 
1952, medical costs reached 23.5 million dollars, 10.1% of the 
total. About two-thirds of the medical expenditures annually 
are for hospital services, while the remaining one-third pro- 
vides professional services, drugs, and other medical items. 
In 1952, approximately $40.21 was spent for hospital services 
per eligible assistance client and $20.47 for other medical 
services. 
MEDICAL SOCIETY RELATIONSHIP 

The Medical Society of the State of New York has appointed 
a special liaison committee to meet with the state welfare 
department; the committee assists in improving medical care 
for welfare clients and interprets the welfare policies to the 
medical profession. The total program has had the aid and 
cooperation of the medical society, both in devising the most 
efficient methods of utilizing medical personnel and facilities 
and in obtaining the support of the individual physician. The 
degree of participation by local county medical societies, of 
course, varies from district to district. The most successful 
programs seem to be those in which county societies have 
become interested and active participants. The fact that medi- 
cal care provided in these local programs must be under the 
supervision of a physician in itself fosters cooperation with 
local medical societies. Some societies have established medical 
care advisory committees that work with the welfare depart- 
ment and the medical supervisor, advising on specific problems, 
the formulation of medical care policy, and the utilization 
of all local health facilities, and interpreting the program to 
the society members. Such committees frequently also serve to 
review complaints and control abuses of the program. In 
general, the medical societies seem to be active and interested 
participants in the indigent care programs throughout the state. 


SUMMARY 

The New York state indigent care program is locally ad- 
ministered through city, county, and town welfare districts; 
each district devises its own plan of care and the state wel- 
fare department acts primarily in a supervisory capacity. All 
plans, however, must meet certain requirements of the state 
welfare authorities so that, in general, the plans provide 
approximately the same benefits. All assistance clients are 
eligible for the same medical services, and medically indigent 
citizens of a welfare district are eligible for the same benefits 
as those on the assistance rolls. Since the plans attempt to 
utilize all suitable medical facilities and personnel in the dis- 
trict, it may be said that welfare clients have available the 
same type of medical care as nonindigent residents of the 
community. Two districts employ salaried physicians to care 
for the welfare clients and several have panels of participat- 
ing physicians; aside from these, however, most plans allow 
the client complete freedom of choice of physician. Any 
facility may be used that meets the standards of the state 
welfare department and every medical service will be provided 
that the physican deems medically necessary; the plans utilize 
general practitioners and specialists and provide care in the 
patient’s home, the doctor’s office, the hospital, and in clinics, 
nursing homes, and convalescent homes. Home nursing is pro- 
vided when necessary. Physicians are ordinarily paid accord- 
ing to detailed fee schedules, state reimbursement to local 
districts being based on a state-wide schedule established in 
cooperation with the state medical association. Hospitals are 
paid a flat rate per diem covering all services, which is based 
on the cost of actual operation of the individual hospital and 
of other hospitals of the same size located in the same region 
of the state. Beginning Jan. 1, 1954, the state will share in 
the costs of all welfare programs authorized by the state’s 
social welfare laws, including local general assistance programs. 

The administrative structure permits maintenance of uni- 
form standards of eligibility and services yet leaves local or- 
ganization flexible so that the district may devise a plan to 
meet its own individual needs and to make full use of its 
own medical facilities. The plan seems effective in providing 
good medical care, suited to local conditions, with a minimum 
of governmental “red tape.” 
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Naturopathy: Naturopaths Required to Be Licensed Eyen in 
Absence of Separate Licensing Act.—This was a declaratory 
judgment action to determine the rights of the plaintiffs 1 
practice naturopathy without first securing a license from 
either the board of medical examiners, the board of osteo. 
pathic examiners, or the board of chiropractic examiners, 
From a judgment in favor of the defendants, the plaintiq 
appealed to the district court of appeal, second district, qj. 
vision 3, California. 

The plaintiffs, graduate naturopaths and chiropractors, as. 
serted that the practice of naturopathy is beneficial and not 
harmful, that naturopaths cannot obtain a license in Calj. 
fornia under existing laws, but that naturopaths are never. 
theless subject to prosecution if they practice without a license. 
They therefore contended that naturopaths are the subject of 
unjust and unconstitutional discrimination. The defendants are 
the boards of medical examiners, osteopathic examiners, and 
chiropractic examiners. They contended that naturopaths can 
be licensed by either the medical, osteopathic, or chiropractic 
boards and that licentiates of such boards are permitted to 
employ naturopathic methods in their practices if they desire 
to do so. Thus, they argued, naturopathy is regulated, not 
prohibited. 

The court admitted that there is no law in California under 
which plaintiffs may be licensed as naturopaths. The Business 
and Professions Code, however, provides: “Any person who 
practices or attempts to practice, or who advertises or holds 
himself out as practicing, any system or mode of treating the 
sick or afflicted in this state, or who diagnoses, treats, operates 
for, or prescribes for any ailment, blemish, deformity, disease, 
disfigurement, disorder, injury, or other mental or physical 
condition of any person, without having at the time of so 
doing a valid unrevoked certificate as provided in this chapter, 
is guilty of a misdemeanor.” The use of natural methods of 
healing is not forbidden by law. Physicians and surgeons, 
osteopaths, chiropractors, and all those who hold licenses as 
drugless practitioners may use them. It is of common knowl- 
edge that nature is the indispensable healing agency and that 
practitioners of medicine and surgery, osteopathy, and chiro- 
practic make use of the curative qualities of light, air, water, 
rest, diet, and physical and mental culture, in connection with 
the agencies peculiar to their several systems of healing. The 
several medical practice acts have never had application to 
treatment by prayer or the practice of religion, but with this 
exception they have forbidden the practice of any of the heal- 
ing arts by those who were unlicensed. Plaintiffs, being un- 
licensed, may not under the present law practice at all. They 
must become licensed either as physicians and surgeons (which 
now includes osteopaths) or as chiropractors in order to em- 
ploy their methods, although even then they cannot practice 
naturopathy in its true sense, inasmuch as they cannot use 
the title “naturopath” or “N.D.” nor hold themselves out 
as such. We do not discover in this situation a sound basis 
for the claim of unreasonable discrimination with respect to 
these plaintiffs, said the court. 

The Business and Professions Code provides “Nothing in 
this chapter shall be construed so as to discriminate against 
any particular school of medicine or surgery, or any other 
treatment.” This provision against discrimination, said the 
court, has been the law, substantially in its present form, since 
1907. It applies primarily to administration of the act. No 
illegal discrimination against naturopaths has been shown. 

Accordingly the judgment of the trial court finding that the 
plaintiffs were required to be licensed by either the board of 
medical examiners, the board of osteopathic examiners, or the 
board of chiropractic examiners was affirmed. Oosterveen Vv. 
Board of Medical Examiners, 246 P. (2d) 136 (California, 
1952). 
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A.M.A. Arch. Internal Medicine, Chicago 
92:603-766 (Nov.) 1953 


+p 'fluse Interstitial Fibrosis of Lungs: Form of Diffuse Interstitial Angiosis 
and Reticulosis of Lungs. A. Golden and T. T. Bronk.—p. 606. 

Oral Use of Hydrocortisone (Compound F) in Treatment of Sprue. 
D. Adlersberg, H. Colcher and C.-I. Wang.—p. 615. 

Treatment of Leukemia with Triethylene Thiophosphoramide (Thio-Tepa): 
Preliminary Results in Experimental and Clinical Leukemia. H. Shay, 
C. Zarafonetis, N. Smith and others.—p. 628. 

*Phenylbutazone: Further Clinical Evaluation. W. C. Kuzell, R. W. 
Schaffarzick, W. E. Naugler and others.—p. 646. 

Gastrointestinal Hemorrhage as Complication of Poliomyelitis. R. J. 
Hoxsey.—p. 662. 

Glucagon, Hyperglycemic Agent in Pancreatic Extracts: Possible Factor in 
Certain Types of Diabetes. I. J. Pincus and J. Z. Rutman.—p. 666. 
*Incidence of Hepatitis Follow'ng Use of Pooled P!asma: Follow-Up Study 
of 587 Korean Casualties. V. M. Sborov, B. Giges and J. D. Mann. 

—p. 678. 

Osteoblasts and Osteoclasts in Bone Marrow Aspiration: Previously 
Undescribed Cell Findings in Paget’s Disease (Osteitis Deformans). 
M. A. Rubinstein, A. Smelin and A. L. Freedman.—p. 684. 

Familial Cubbing of Fingers and Toes. J. H. Talbott and W. R. Mont- 
gomery Jr.—p. 697. 

Aortic Arch Syndromes: Diminished or Absent Pulses in Arteries Arising 
from Arch of Aorta. R. S. Ross and V. A. McKusick.—p. 701. 


Interstitial Fibrosis of Lungs.—The literature relevant to diffuse 
bilateral interstitial fibrosis cf the lungs is reviewed, and three 
new cases are reported. The disease is one of adult life; its 
et'ology is unknown. It develops progressively, w:th long dura- 
tion of symptoms. These include dyspnea, cyanosis, and cough, 
accompanied by a latent tendency toward the development of 
cor pulmonale and polycythemia. Pathologically, the condition 
is characterized by diffuse alveolar wall hypertrophy on the 
basis of marked capillary proliferation. This hyperplasia is 
limited to the alveolar walls and accounts for their thickness. 
The addition of collagen in such walls is variable; it may be 
absent and is usually fccal rather than widespread. The disease 
originally designated as acute interstitial fibrosis of the lungs 
proves to be progressive diffuse alveolar hypertrophy of a 
spec.fic reticuloangiotic type. 


Phenylbutazone.—Phenylbutazone (Butazolidin) was admin- 
istered to 800 patients with various diseases during the period 
August, 1951-April, 1953. This report deals with phenyibuta- 
zone used alone. (It was formerly used as Butapyrin, a combina- 
tion of equal parts of amincpyrine and phenylbutazone.) The 
clinical usefulness of phenylbutazone was evaluated by relating 
therapeutic response to toxicity. On this basis, it was found to 
be much more useful in gout than in any other disease in which 
it was studied. The authors’ opinicn is that it is the drug of 
choice in the treatment of this disease. Phenylbutazone also 
was Clinically useful to a lesser extent in psoriasis with arthritis, 
ankylosing spondylitis, rheumatoid arthritis, and painful 
shoulder. Its use in maium coxae senilis, osteoarthritis, osteo- 
porosis, and mixed arthritis is limited by a greater incidence of 
toxicity without a commensurate degree of clinical improve- 
ment. Among the 800 patients, 321 (40%) exhibited 457 
untoward side-effects. It was necessary to discontinue medica- 
tion because of toxicity in 121 patients (15%). The most 
frequently encountered reactions included water retention, 
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nausea, rash, epigastric pain, vertigo, and stomatitis. Unusual 
severe reactions included peptic ulcer activation (1%) with 
bleeding in three patients (0.37%), hepatitis (0.25%), agranulo- 
cytosis (0.6%), thrombecytopenia (0.12%), and purpura without 
thrombycytopenia (0.5%). Toxic side-effects were seen more 
frequently in women than in men. 


Hepatitis and Pooled Plasma.—A study of the incidence of 
hepatitis was made in 587 patients who were wounded in 
Korea. Of these, 255 received transfusions of blood and plasma 
and 332, of blood alone. The incidence of hepatitis with 
jaundice in the first group was 56 (21.9%) as compared with 
12 (3.6%) in the second. The mean incubation period of the 
hepatitis in these 68 patients was 90.3+ 11.7 days. This is 
presumed to indicate that the disease involved was long- 
incubation-period hepatitis (serum hepatitis) and not short- 
incubation-period hepatitis (epidemic hepatitis). Some of the 
blood and plasma used in the transfusions had been specially 
treated for the hepatitis virus by irradiation with ultraviolet 
light; but comparative results of treatment with both types of 
material showed no significant capacity of the irradiated ma- 
terial to prevent the occurrence of hepatitis. 


A.M.A. Arch. Pathology, Chicago 
56:437-556 (Nov.) 1953 


Perosis: Epiphyseal Cartilage in Choline and Manganese Deficiencies in 
the Chick. S. B. Wolbach and D. M. Hegsted.—p. 437. 

Biood Changes in Man Following Death Due to Drowning: With Com- 
ments on Tests for Drowning. S. H. Durlacher, H. C. Freimuth and 
H. E. Swan Jr.—p. 454. 

Cancer Associated with Ovarian Stromal Hyperplasia. S. C. Sommers 
and O. M. Lombard.—p. 462. 

Is Histologic Grading of Colon Carcinoma a Valid Procedure? R. E. 
Qualheim and E. A. Gall.—p. 466. 

Efiect of Streptococcal Growth Products on Development of Experi- 
mental Viral Arthr:tis, L. Sokoloff and P. M. Beegel.—p. 473. 

*Morphology of Kidney in Morbus Caeruleus. H. Meessen and M. A, 
Litton.—p. 480. 

Leontiasis Ossea, Slipped Epiphyses, and Granulosa Cell Tumor of 
Testis with Renal Disease: Report of Case with Autopsy Findings. 
J. Cohen and I. Diamond.—p. 488. 

Coarctation of Celiac Artery. P. G. Piper.—p. 501. 

A Uterus in a Man. R. W. Prichard.—p. 505. 

Pathology of Ep demic Typhus: Report of Fatal Cases Studied by United 
States of America Typhus Commission in Cairo, Egypt, During 1943- 
1945, Committee on Pathology, Division of Medical Sciences, National 
Research Council.—p. 512. 





Morphology of Kidney in Morbus Caeruleus.—Meessen and 
Litton apply the term morbus caeruleus to the group of con- 
genital heart lesions with cyanosis and persisting venous- 
arterial shunt. The reduction in oxygen tension and the presence 
of reduced hemoglobin are responsible for the cyanosis. Fallot’s 
tetralogy with its variations is found in most of these patients. 
The authors examined the kidneys of patients with morbus 
caeruleus for morphological changes resulting from the chronic 
hypoxia; 28 kidneys were studied. Capillary loop ectasia with 
resulting glomerular enlargement is characteristic of the morbus 
caeruleus kidney. Vasa afferentia are widened, and the draining 
veins are dilated. Fibrous obliteration of glomeruli, partial 
obliteration of capillary loops, and widening of the interstitial 
tissue were also observed. The chronic hypoxia of morbus 
caeruleus did not result in the destruction of kidney paren- 
chyma. The authors believe that in the renal changes they 
observed the chronic hypoxia and the increase of carbon dioxide 
are the chief factors. Consequent dilation of the glomerular’ 
arterioles and widening of the vasa afferentia facilitate the 
glomerular circulation. The adaptation to the chronic hypoxia 
is accomplished by capillary loop ectasia, which results in 
glomerular enlargement. These local tissue adaptations in the 
kidney and the developing polycythemia fully compensate for 
the chronic hypoxia. Thus no damage due to oxygen deficiency 
results. The tubular epithelium was always intact. The authors 
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recall that Scott and Elliot investigated the effects of anoxemia 
and polycythemia on renal hemodynamics and _ excretory 
functions in 19 patients with congenital malformations of the 
heart and cyanosis. These investigators found that the glomeru- 
lar filtration rates were normal despite depressed renal plasma 
flow. The renal blood flows were above normal in most of 
the patients. Meessen and Litton believe that the clinical obser- 
vations of Scott and Elliot are in keeping with their own 
observation of glomerular enlargement and resulting increase 
of available surface for filtration. The widening of the vasa 
afferentia would also facilitate the glomerular circulation. They 
found no specific anatomic evidence to support an increase in 
postglomerular resistance assumed by Scott and Elliot. 















American Heart Journal, St. Louis 


46:639-798 (Nov.) 1953 


Mitral Stenosis and Cor Pulmonale. A. C. Taquini, B. B. Lozada, R. J. 
Donaldson and others.—p. 639. 

Congenital Anomalies of Mitral Valve: Two Cases Associated with Long 
Survival. J. T. Prior.—p. 649. 

*Anatomic Variations in Tetralogy of Fallot. T. G. Baffes, F. R. Johnson, 
W. J. Potts and S. Gibson.—p. 657. 

Electrocardiogram in Congenital Heart Disease and Mitral Stenosis: 
Correlation of Electrocardiographic Patterns with Right Ventricular 
Pressure, Flow, and Work. R. S. Cosby, D. C. Levinson, S. P. 
Dimitroff and others.—p. 670. 

Spread of Activation in Left Ventricular Wall of the Dog. I. D. Durrer 
and L. H. van der Tweel.—p. 683. 

Comparison of Displacement, Velocity, and Acceleration Ballistocardio- 
graph in Coronary Heart Disease. J. E. Smith.—p. 692. 

Ballistocardiography with Elimination of Influence of Vibration Properties 
of Body. W.-W. von Wittern.—p. 705. 

Flow Through Collapsible Tubes. S. Rodbard and H. Saiki.—p. 715. 

Functional Cardiovascular Disturbances—Their Response to Drugs Acting 
on Autonomic Nervous System. G. Schimert.—p. 726. 

Ventricular Fibrillation Elicited by Focal Cooling. D. Scherf, S. Blumen- 
feld and R. Terranova.—p. 741. 

*Preliminary Observations of Rauwiloid-Hexamethonium Combined Therapy 
of Hypertension. R. V. Ford and J. H. Moyer.—p. 754. 

Echinococcosis of Heart. A. K. Kurban, A. I. Shafik, S. A. Attar and 

G. A, Dragatsi.—p. 764. 

























Variations in Tetralogy of Fallot——Of 350 postmortem speci- 
mens of congenital malformations of the heart at the Child- 
ren'’s Memorial Hospital in Chicago, 42 fulfilled the criteria 
for tetralogy of Fallot and were evaluated with respect to the 
relative applicability of intracardiac infundibular resection and 
the shunt operations. Twelve specimens with atresia of the pul- 
monary valve, the infundibulum, or the entire main pulmonary 
artery were not studied extensively because at the present time 
there is agreement that a systemic pulmonary shunt is the only 
possible procedure in this type of malformation; 4 of the 12 
had an adequate pulmonary arterial segment to permit such a 
shunt operation. The remaining 30 hearts had patent pulmonary 
arteries associated with stenosis of the infundibulum, and 
either pulmonary valvulotomy or systemic pulmonary anasto- 
mosis would have had to be considered in these hearts; they 
were studied extensively and divided into five groups, each of 
which consisted of a variable number of hearts with relatively 
similar infundibular pathology. Eight specimens (19%) be- 
longed to the group with “band stenosis” in which a thin fibro- 
muscular band at the ostium of the infundibulum associated 
with a dilated infundibular chamber above the point of obstruc- 
tion made intracardiac resection of the infundibular stenosis 
feasible. The hearts in this group were taken from older pa- 
tients and had the least severe degree of overriding. The re- 
maining 22 hearts belonged to the four other groups and were 
probably not amenable to intracardiac surgery at this time. 
Ten, or one-third, of the 30 hearts with patent pulmonary 
arteries had valvular stenosis accompanied by infundibular 
deformity in all and associated hypoplastic pulmonary arteries 
in 8. Most specimens had moderate or severe overriding of 
the aorta. Thirty-four (82%) of the 42 hearts were taken from 
children less than three years of age. These specimens probably 
represented more severe types of tetralogy of Fallot. Studies 
made by other workers with findings different from those of 
the authors, were done mainly on older children and adults. 
The difference in ages may account, in part, for the difference 
in pathological observations. 
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Alseroxylon-Hexamethonium for Hypertension.—Alseroxy|on 
(Rauwiloid), an extract of Rauwolfia serpentina, was used jn 
combination with hexamethonium for the treatment of 25 pa. 
tients between the ages of 32 and 71 with essential hyperten- 
sion. Nineteen of the patients were first given hexamethonium 
orally starting with small doses of 250 mg. four times per day 
and then progressively increasing the dose in an incremental 
fashion until an optimal response was obtained. Most of these 
patients were observed for six months or longer before the 
addition of alseroxylon. When alseroxylon was added, it was 
also started in small doses, 2 mg. four times per day, and the 
dose was progressively increased by increments. The dose was 
maintained at 32 mg. daily in most patients, although current 
data seem to indicate that 8 to 12 mg. (4 to 6 tablets) per day 
is adequate and that little additional hypotensive effect may be 
produced by the larger dose. Alseroxylon was used as the 
initial drug in six patients, and a period of at least three 
months elapsed before hexamethonium was added to the thera- 
peutic regimen, thus allowing to evaluate the hypotensive 
response to alseroxylon alone. The drugs were taken four times 
daily, with meals and at bedtime. In the six patients to whom 
alseroxylon was administered initially, there was a decrease 
in the average mean blood pressure (diastolic plus one-third of 
the pulse pressure) from 159 (208/134) to 137 (183/113) mm. 
Hg, but after hexamethonium was added there was a much 
greater reduction, namely, to 104 (147/83) mm. Hg. In the 
19 patients in whom therapy was initiated with hexamethonium, 
there was an average reduction in mean blood pressure 
from 150 (199/125) to 104 (136/88) mm. Hg; another slight 
drop to 97 (127/83) occurred when alseroxylon was added. 
There was also a decrease in pulse rate after adding alseroxylon 
that was not observed when hexamethonium was given alone. 
Twenty (80%) of the 25 patients treated became normotensive 
during combined alseroxylon-hexamethonium therapy, and 25 
(100%) had a decrease in mean blood pressure of at least 20 
mm. Hg. There was also a reduction in the frequency and 
severity of the unpleasant side-reactions that were previously 
observed when hexamethonium was used alone, and the bene- 
ficial side-effects of alseroxylon, such as increased appetite and 
sedation without somnolence, persisted. The dose of hexame- 
thonium could be reduced on combined therapy with alserox- 
ylon, and the blood pressure was reduced further and was 
better stabilized. Alseroxylon could be used initially in most 
patients with severe essential hypertension; those not responding 
in six to eight weeks should also be given hexamethonium. 


American Journal of Medical Sciences, Philadelphia 
226:477-596 (Nov.) 1953 


Intramuscular Veriloid (Aqueous Solution) as Hypotensive Agent. J. H. 
Moyer and I. Johnson.—p. 477. 

*Relative Efficacy of Erythromycin (llotycin) and of Penicillin in Treat- 
ment of Pneumococcal Lobar Pneumonia. R. Austrian, R. Rosenblum, 
M. Metz and others.—p. 487. 

Antibiotic Prophylaxis in Chronic Congestive Failure. L. V. McVay Jr., 
D. H. Sprunt and T. N. Stern.—p. 491. 

*New Approach to Treatment of Brucellosis. M. R. Castaneda and 
C. Carrillo-Cardenas.—p. 504. 

*Selective Pituitary Failure: Example Characterized by Deficient ACTH 
and Gonadotrophin Secretion with Intact Thyrotrophin Secretion. W. O. 
Maddock, R. B. Leach, S. P. Klein and G. B. Myers.—p. 509. 

Liver Biopsy in Rheumatoid Arthritis. E. R. Movitt and A. E. Davis. 
—p. 516. 

Metastatic Carcinoma of Adrenal. W. K. Bullock and A. E. Hirst Jr. 
—p. 521. 

Clinical and Laboratory Studies of Infections Due to Pseudomonas 
Aeruginosa and Pseudomonas Species. C. P. Erwin, B. A. Waisbren and 
R. Kruse.—p. 525. 

Urethral Apoplexy: Early Symptom of Malignant Hypertension. S. C, 
Pascoe and J. M. Evans.—p. 533. 

Action of Hydergine on Circulation and Metabolism of Brain in Toxemia 
of Pregnancy. M. L. McCall and H. W. Taylor.—p. 537. 

Electrocardiographic Pattern Simulating Acute Myocardial Injury. H. L. 
Osher and L Wolff.—p. 541. 

Effect of Priscoline upon Normal and Diabetic Glycemia. M. G. Goldner 
and H. Zarowitz.—p. 546. 

Chemotherapy of Tuberculosis. E. A. Riley.—p. 552. 

Protection from Roentgen Rays. R. H. Morgan.—p. 578. 


Erythromycin and Penicillin in Pneumococcic Lobar Pneu- 
monia.—Of 50 patients with pneumococcic lobar pneumonia, 
24 were given erythromycin (Ilotycin) and 26 received penicillin. 
Erythromycin was administered orally in doses of 400 mg. on 
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admission and 400 mg. every six hours thereafter for 72 hours. 
Penicillin was administered intramuscularly in doses of 300,000 
ynits of the aqueous sodium salt on admission and every 12 
hours thereafter for 72 hours. The infections were considered 
to be of comparable severity in both groups except for the 
higher incidence of bacteremia among the patients treated with 
erythromycin. There were three deaths; one of the two patients 
treated with erythromycin who died was in shock and was 
given penicillin concomitantly; the third patient received penicil- 
lin alone. Complications occurred with equal frequency in both 
groups. No untoward reactions were noted that could be as- 
cribed with certainty to either chemotherapeutic agent. Erythro- 
mycin did not give rise to gastrointestinal symptoms. Thus 
results obtained with the two antibacterial agents were similar 
and suggest that erythromycin is a suitable drug for the treats 
ment of pneumococcic lobar pneumonia. Limitations of ery- 
thromycin are: it exerts antibacterial activity against only a 
limited number of bacterial species; a clinically significant 
degree of resistance to erythromycin may develop in vitro; its 
relative insolubility and the unavailability of a preparation for 
parenteral administration that may be required in critically ill 
patients. Erythromycin may be reserved as an alternative form 
of treatment in pneumococcic lobar pneumonia, its principal 
value being in the fact that it may be administered to patients 
previously sensitized to penicillin. 


New Approach to Treatment of Brucellosis—Of 139 patients 
with brucellosis caused by Brucella mellitensis, 44 with dura- 
tion of the disease from 8 days to two years and 24 with 
duration of the disease from 15 days to 8 months were treated 
with subcutaneous injections of amphoteric oxytetracycline 
(Terramycin) in amounts not larger than 160 mg. per week. 
The remaining 71 patients were divided in two groups of 44 
and 27 patients with similar duration of the disease and served as 
controls. The course of the bacteremia was considered the only 
reliable criterion for the evaluation of the results. While the 
course of bacteremia was uninterrupted for a period of two to 
three months in the control patients, positive blood cultures 
were obtained from only 18% of the treated patients 15 days 
after the beginning of treatment, and subsequent cultures 
became negative. The uniformity of the results left no doubt 
that this striking difference in the course of bacteremia in the 
treated and in the control patients was due to the small doses 
of precipitated oxytetracycline injected into the thick sub- 
cutaneous layers of the gluteal region. Treatment of brucellosis 
with relatively insoluble particles of oxytetracycline was based 
on the concept that because of the physicochemical properties 
of oxytetracycline a minor fraction of the absorbed or injected 
drug might precipitate in the plasma due to its low solubility 
in neutral reaction; the precipitated particles might be phago- 
cytized and eventually reach the lymph nodes, the spleen, and 
other organs. Since reticuloendothelial cells are considered 
choice hosts of Brucella, there would be a possibility that 
particles of the antibiotic might come in contact with the para- 
site either by direct phagocytosis or phagocytosis of leukocytes 
carrying these particles. The results obtained in the authors’ 
patients seem to support this hypothesis. 


Selective Pituitary Failure——The term selective pituitary failure 
is suggested by Maddock and associates for the lack of secretion 
of one or more, but not all, anterior pituitary tropic hormones, 
as contrasted with panhypopituitarism in which there is uniform 
depression in the secretion of all pituitary tropic hormones. 
The authors describe a type of selective pituitary failure ob- 
served in four men between the ages of 38 and 58 in whom 
failure of gonadotropin and adrenocorticotropin secretion was 
associated with evidence of intact thyrotropin secretion. De- 
ficient gonadotropin secretion was manifested by clinical 
evidence of pronounced hypogonadism, biopsy evidence of 
testicular atrophy, and laboratory evidence of low urinary 
gonadotropin excretion. Deficient corticotropin secretion was 
demonstrated by clinical and laboratory evidence of adrenal 
cortical insufficiency that responded in an initially delayed but 
eventually satisfactory manner to treatment with corticotropin 
(ACTH). Adequate thyrotropin secretion was manifested by 
clinical and laboratory evidence of normal thyroid function. 
The duration of the disease varied from 6 to 24 years, yet each 
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patient responded adequately to the administration of cortico- 
tropin. Irreversible testicular damage, however, prevented a 
response to large doses of chorionic gonadotropin (2,000 to 
5,000 units given intramuscularly daily for 48 days) necessitat- 
ing substitution therapy with testosterone propionate (25 mg. 
intramuscularly daily). It can be expected that although corti- 
cotropin given initially in daily doses of 25 to 50 units in 
aqueous vehicles intramuscularly and in daily doses of 10 units 
in either aqueous or long-acting vehicles for maintenance 
treatment will correct the adrenal cortical deficiency, testosterone 
propionate substitution therapy, rather than stimulation with 
gonadotropins, will be necessary to correct the androgen 
deficiency in most long-standing cases of hypopituitarism. 


American Journal of Orthopsychiatry, New York 
23:667-888 (Oct.) 1953. Partial Index 


Role of Education in Treatment of Emotionally Disturbed Children 
Through Planned Ego Development. J. C. Hirschberg.—p. 684. 

Concept of Education in Residential Treatment of Emotionally Disturbed 
Children. O. Krug.—p. 691. 

Educational Procedures in a Resident Setting. J. E. Robinson.—p. 697. 

Proposed Technique for Evaluation of Psychotherapy. P. W. Morse. 
—p. 716. 

Comparison of Rorschach Retests with Behavior Changes in Group of 
Emotionally Disturbed Children. J. W. Kessler and C. M. Wolfenstein. 
—p. 740. 

Impact of Shift in Psychological Constellation of Family on Treatment 
of Stuttering Boy. H. M. Glauber.—p. 755. 

Psychiatric Consultation in Rural Setting. J. F. Maddux.—p. 775. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Ill. 
70:705-882 (Nov.) 1953 


Remote Fluoroscopic Control of Radiation Therapy by Screen Intensi- 
fication: Preliminary Report. R. H. Morgan, R. E. Sturm, L. S. Miller 
and D. J. Torrance.—p. 705. 

Radiation Therapy in Carcinoma of Thoracic Esophagus. D. C. Adler 
and P. H. Deeb.—p. 709. 

Osseous Damage in Irradiation of Renal Tumors in Infancy and Child- 
hood. W. M. Whitehouse and I. Lampe.—p. 721. 

Radium Protection. M. Van Herik and R. E. Fricke.—p. 730. 

Calculation of Dosage in Interstitial Radium Therapy. E. H. Quimby and 
V. Castro.—p. 739. 

Volume Dosage Distribution in Female Pelvis in Radium Therapy. M. M. 
Kligerman and J. D. Richmond.—p. 750. 

Supervoltage Diagnostic Roentgenography: Preliminary Report. W. J. 
Tuddenham, J. Hale and E. P. Pendergrass.—p. 759. 

Hemangio-Endothelioma: Case Report. I. Deutsch.—p. 766. 

*Bronchogenic Cysts: Anomalies Resulting from Maldevelopment of 
Primitive Foregut and Midgut. R. F. Miller, M. Graub and E. T. 
Pashuck.—p. 771. 

*Tricuspid Insufficiency: Observations Based on Angiocardiography and 
Cardiac Catheterization in 12 Patients. C. T. Dotter, D. S. Lukas and 
I. Steinberg.—p. 786. 

Thoracic Renal Ectopia. H. §. Weens and M. H. Johnston.—p. 793. 

Peptic Ulcer in Aged and Gastric Carcinoma in Their Relationship to 
Arteriosclerosis: Roentgenological Study. A. Elkeles.—p. 797. 

®Gas in Intervertebral Discs. J. T. Marr.—p. 804. 

Tumors in One of Homologous Twins: Neuroblastoma; Fibromyxosar- 
coma in Infant Negro Twins. H. Charache.—p. 810. 

Quantitative Estimation of Radioactive Isotopes by Radioautography. 
N. J. Nadler.—p. 814. 

New Method of Stereoscopic Roentgenography: “Twist Stereo” Method, 
E. Gordon and J. Sauro.—p. 824. 

Efficiency of Red Goggles. F. A. Riebel.—p. 827. 


Bronchogenic Cysts—The occurrence of ectopic teratism is 
reported in four men between the ages of 22 and 29 and in 
five infants, three boys and two girls. In several of these nine 
patients gross anatomic defects were recognized clinically as 
well as roentgenographically, but the etiological nature of the 
deformity was not suspected prior to either operative inter- 
vention or postmortem examination. Of the four adult patients, 
one had a bronchogenic cyst intimately attached to the superior 
vena cava, one a large bronchogenic cyst occupying the posterior 
mediastinum and obliterating the right border of the heart, 
one a bronchogenic cyst communicating with the right stem 
bronchus through a small caliber rudimentary bronchus indi- 
cated by an air-fluid level, and one an intramural, submucosal 
type of defect in the distal end of the esophagus produced by 
an embedded bronchogenic cyst. Of the five infants, one had 
a large paratracheal bronchogenic cyst, one a thymoma ex- 
tending into the upper right chest cavity that roentgenographi- 
cally could not be differentiated from a cyst, one a cyst 
impregnated with calcium salts that had inspissated a small 
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duplication of the upper jejunum, one an upper extrinsic pres- 
sure defect produced by a duplicate stomach and a lower de- 
fect produced by an abdominal bronchogenic cyst, and one 
a bronchogenic cyst in the infraclavicular region on the 
anterior chest wall. Since the roentgen signs for accurately 
establishing the diagnosis of “cyst” are meager, the type of 
cyst (uncomplicated) can be determined only by histopatho- 
logical study of its wall or indirectly through examination of 
its contents. In adults the differentiation of cysts from malig- 
nant or potentially malignant tumors is so difficult that ex- 
cision is both desirable and advisable. In infants and children, 
gastric cysts, if at all productive of symptoms, are usually 
rather rapidly fatal unless removed. The diagnosis of the type 
of cyst is scarcely necessary since almost all cysts of the medias- 
tinum may give rise to fatal complications and should therefore 
be removed surgically unless there is a serious contraindication. 


Tricuspid Insufficiency.—lInsufficiency of the tricuspid valve was 
demonstrated by angiocardiography and cardiac catheteriza- 
tion in 12 patients, in 6 of whom a clinical diagnosis of tri- 
cuspid insufficiency had been made. All of these patients had 
chronic rheumatic mitral stenosis, all had auricular fibrilla- 
tion and several were studied preliminary to surgical inter- 
vention on the mitral valve. Tricuspid insufficiency is commonly 
associated with mitral stenosis of a degree sufficient to warrant 
consideration cof mitral commissurotomy, and it is not neces- 
sarily regarded as a contraindication to this operation. Cardiac 
catheterization offers the most accurate means of establishing 
the diagnosis. Angiocardiography with sodium acetrizoate 
(Urokon Sodium 70%) as the preferred contrast medium, 
reveals dilatation of the superior vena cava and the right atrium 
and occasionally demonstrates a filling defect in films exposed 
during early opacification of the right atrium. This is due to 
regurgitation of nonopacified right ventricular blood through 
the incompetent tricuspid valve. Multiple exposure studies facil- 
itate the differentiation of this finding from changes that are 
the result of tumor or thrombus within the right atrium. 


Gas in Intervertebral Disks.—The so-called vacuum phenome- 
non in intervertebral disks was recognized only in recent years, 
and few cases were reported in the literature. It is shown 
roentgenographically as an area of decreased density in degen- 
erating disks, and Marr suggests that these areas of decreased 
density contain gas from surrounding fluids that have been 
vaporized as the result of a partial vacuum. Of 2,419 men be- 
tween the ages of 19 and 72 subjected to x-ray examination of 
the lumbosacral spine, 49 (2.026%) had gas in at least one disk 
in this area; 10 of these patients had gas in more than one of 
these disks, so that a total of 61 disks were involved. The 
lower two disks comprised 44 (72.1%) of the 61 involved disks; 
the high incidence of gas in the lower lumbosacral area is prob- 
ably due to greater stress on these two disks. The average age 
of patients who had gas in disks was 57; the youngest patient 
was 49. Narrowing of the spaces between the vertebral bodies, 
spurring of adjacent margins, and eburnation of adjacent bodies 
were other changes frequently associated with gas in disks. 
Further studies are needed to provide more information about 
gas in disks, a phenomenon that may be frequently overlooked. 


Arch. of Physical Medicine & Rehabilitation, Chicago 


34:603-648 (Oct.) 1953 


Vocational Counseling with the Severely Handicapped. W. M. Usdane. 
—p. 607. 

Coordination of Plastic Surgery and Physical Medicine in the Paraplegic 
Patient. C. S. Wise and G. S. Letterman.—p. 616. 

*Electrosurgery for Treatment of Cutaneous Neoplasms. A. C. Cipollaro. 
—p. 621. 

Iontophoresis with Dye Substances, Inorganic Compounds and Organic 
Drugs: Experimental Studies. Y. T. Oester and E. P. O’Malley.—p. 627. 

Scapular Fixation by Bracing in Serratus Anterior Palsy: Report of Its 
Use in Case of Serum Neuritis and Brief Review of Syndrome. A. S. 
Russek and M. Marks.—p. 633. 


Electrosurgery in Cutaneous Neoplasms.—Cipollaro attempts 
to refute what he believes to be faulty criticism of electro- 
surgery. It is true that wounds following electrosurgical pro- 
cedures require a longer healing time than noninfected wounds 
produced with a sterile scalpel that heal by primary union. How- 
ever, in treating lesions about the eyelids, ears, and nose, the 
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cosmetic result following electrosurgery is usually superior to 
that following scalpel surgery. Electrosurgical technique often 
obviates hospitalization and the expenditures for the use of 
the operating room and the anesthetist’s fee. The statement 
that the use of electrosurgery for the treatment of a benign 
tumor causes it to become malignant should not be taken 
seriously. Electrosurgical currents are adequate, safe, and effi- 
cient for the treatment of most benign and malignant tumors 
of the skin. Electrodesiccation is employed far more frequently 
than electrocutting or electrocoagulation, and, therefore, 
“spark gap” high frequency apparatus is more desirable than 
a “tube” machine. Local procaine anesthesia is usually em. 
ployed. The use of the curet is an essential part of the pro. 
cedure of destroying cutaneous lesions with electrosurgery, 
Basic rules of surgical procedures and of antisepsis must be 
adhered to for successful results. The following tumors lend 
themselves to treatment with electrosurgery; adenoma sebaceum, 
angioma, cutaneous horn, dermatofibrosarcoma protuberans, 
epithelioma, fibroma, fibrosarcoma, granuloma pyogenicum, 
Kaposi’s sarcoma, keloid, keratoses, lipoma, melanoma, myo- 
blastoma, nevi, rhinophyma, verrucae, xanthoma, and xero- 
derma pigmentosum. Some of these tumors may also be treated 
with other methods. 


Bulletin of Johns Hopkins Hospital, Baltimore 
93:205-274 (Oct.) 1953 


Further Studies of Hepatic Structure and Function by Fluorescence 
Microscopy. A. L. Grafflin and E. G. Corddry.—p. 205. 

*Maldevelopment of Corium in Osteogenesis Imperfecta Syndrome. R. H. 
Follis Jr.—p. 225. 

Transverse Lines in Bone: Mechanism of Their Development. E. A. Park 
and C. P. Richter.—p. 234. 

Ultrafiltration Studies on Calcium and Phosphorus in Pathological Hu- 
man Serum. T. R. Hopkins, T. B. Connor and J. E. Howard.—p. 249 


Maldevelopment of Corium in Osteogenesis Imperfecta.—Follis 
recently called attention to certain hitherto unreported morph- 
ological alterations in the skin, eye, and skeletal tissues of an 
infant coming to autopsy with the classic manifestations of osteo- 
genesis imperfecta congenita. In the skin, the primary change 
appeared to be a failure of the normal transformation of 
reticulum fibrils into mature, nonargyrophilic collagen fibers. 
Since this abnormality had not been described before, dermal 
tissues of subsequent cases of osteogenesis imperfecta were 
examined with great interest. This report presents observa- 
ticns on the skin from four additional cases that have become 
available for study since the previous communication. In all, 
particularly those in which the skeletal tissues were most 
affected, the corium showed a characteristic abnormality, 
namely failure of argyrophilic reticulum fibrils to be trans- 
formed into adult argyrophobic collagen fibers. 


California Medicine, San Francisco 


79:343-414 (Nov.) 1953 


14,501 Deliveries with No Maternal Death. S. Pillsbury.—p. 343. 
Peripheral Arteriosclerosis: Present Concepts of Management. E. J. Wylie 
and R. E. Gardner.—p. 346. 
Pediatric Endocrinology: Notes on Some Recent Advances. F. L. Plachte. 
—p. 353. 
What’s New in Cerebral Palsy. M. H. Jones.—p. 357. 
Western Equine Encephalitis in Infants: Report on Three Cases with 
Sequelae. H. B. Bruyn and E. H. Lennette.—p. 362. 
Management of Strabismus. A. Jampolsky.—p. 367. 
*Histamine Treatment of Multiple Sclerosis. J. K. Smith and W. PF. 
Schaller.—p. 370. 
Allergic Aspects of Multiple Sclerosis. H. D. Jonez.—p. 376. 
Multiple Sclerosis: Its Frequency and Distribution, with Special Reference 
to San Francisco. L. T. Kurland and H. W. Newman.—p. 381. 
Importance of Potassium After Operation. G. C. Henegar.—p. 386. 
Tuberculosis Control in California Mental Hospitals. E. H. Crawfis, 
E. Kupka and W. R. Oechsli.—p. 390. 
Cortisone and Corticotropin (ACTH)—Review. E. E. Harnagel.—p. 394. 


Histamine of No Benefit in Multiple Sclerosis——This study 
was undertaken as a direct result of the unusual public 
interest aroused by reports in the lay press regarding hista- 
mine in the treatment of multiple sclerosis. Histamine was 
administered intravenously or by iontophoresis to 19 patients 
with clearly established diagnoses of multiple sclerosis. In 











Vol. 154, No. 7 


each of the three classifications of the disease (stationary, 
progressive, and acute), no significant difference in improve- 
ment between treated and control groups was observed. Con- 
trol cases were those in which treatment was identical except 
for histamine therapy. In four of seven cases of progressive 
disease further deterioration occurred despite histamine therapy. 
Of the other three patients, one died a year later and another 
returned to the hospital in three months with severe symptoms 
that were not relieved with further histamine treatment. In 
two patients with remittent disease new symptoms, presumably 
caused by new lesions of the central nervous system, developed 
while histamine therapy was in progress. In cases of station- 
ary disease histamine treatment was of no benefit. 


Circulation, New York 
8:641-800 (Nov.) 1953 


George E. Brown Memor'‘al Lecture: Some Chemical Factors in Patho- 
genesis of Atherosclerosis. D. P. Barr.—p. 641. 

Facts and Fallacies Regarding Blood Pressure of Different Regional 
and Racial Groups. R. P. Bays and N. S. Scrimshaw.—p. 655. 

*Platelet Thrombosis Syndrome. P. S. Vassar and D. M. Spain.—p. 664. 

*Studies on Control of Hypertension by Hyphex: I. Effects on B‘ood Pres- 
sure. H. A. Schroeder, J. D. Morrow and H. M. Perry Jr.—p. 672. 

Demonstration of Differential Effects on Pulmonary and Systemic Arteri- 
al Pressure by Variation in Oxygen Content of Insp red Air in Pat.ents 
with Patent Ductus Arteriosus and Pulmonary Hypertension. H. B. Bur- 
chell, H J. C. Swan and E. H. Wood.—p. 681. 

Mechanical and Myocardial Factors in Chronic Constrictive Pericarditis. 
R. M. Harvey, M. 1. Ferrer, R. T. Cathcart and others.—p. 695. 

‘Further Considerations on Indications for and Limitations of Direct 
Surgery in Arteriosclerosis. W. S. Dye, J. H. Olwin and O. C. Jul.an. 
—p. 708. 

Clinical Appraisal of New Adrenergic Blocking Agent: Effect of Regi- 
tine on Digtal Blood Flow in Normal Subjects and Patients w.th 
Peripheral Arterial Diseases. C. W. Clarke Jr., D. R. Hays Jr. and 
T. B. Van Itallie—p. 715. 

Spontaneous and Induced Variations in Serum Lipoproteins. H. L. Chand- 
ler, E. Y. Lawry, K. G. Potee and G. V. Mann.—p. 723. 

Studies of Human Peripteral Blood Flow: Effect of Injection Volume 
on Intramuscular Radiosodium Clearance Rate. G. F. Warner, E. L. 
Dobson, N. Pace and others.—p. 732. 

Magnetic Tape Recording Electrocardiograph. W. L. Proudfit and J. F. 
Dobsy.—p. 735. 

Ballistocardiographic Study of Healthy Young Adult Males. W. B. 
Abrams and H. D. Edger.—p. 738. 

Thiamine Deficiency in Organic Heart Disease. M. G. Wohl, C. R. 
Shuman, R. Turner and J. J. F ttipo'd. Jr.—p. 744. 

Pattern of Failure of Homografted Canine Heart. S. A. Wesolowski and 
J. F. Fennessey.—p. 750. 

Treatment of Cardiac Arrhythmias. D. Scherf.—p. 756. 

Congestive Heart Failure Induced by Primary Systemic Amyloidosis: 
Diagnostic Problem. R. D. Pruitt, G. W. Daugherty and J. E. Edwards 
—p. 769. 


Platelet Thrombosis Syndrome.—The clinical and necropsy 
findings in seven cases of platelet thrombosis syndrome sup- 
port the belief that vascular damage precedes the forma- 
tion of thrombi. Search for prethrombotic vascular changes 
led to their discovery in several instances. The average dura- 
tion of the illness was 17 weeks; in one case it lasted for 
the unusually long period of nine months. Fever of from 
99 to 102 F was a constant feature. Hemorrhagic manifes- 
tations, consisting of purpura, retinal hemorrhages, hematuria, 
or bleeding gums or epistaxis, were noted in five cases. 
Pallor, weakness, and easy fatigability were notable in five 
patients in whom anemia was severe, and in four of these 
jaundice was also present. Anemia in the other two patients 
was minimal. Neurolog’cal disturbances, shown by six pa- 
tients, included headache, drowsiness, mental confusion, con- 
vulsions, focal paresthesia, and paresis. Anisocytosis, poi- 
kilocytosis, reticulocytosis, and nucleated red blood cells were 
frequently present. Platelet counts in one case were repeatedly 
within normal range with an unexpected transient prolonga- 
tion of prothrombin times. The most characteristic necropsy 
finding was the widespread presence of hyaline thrombi in 
the small arteries, arterioles, and capillaries. These platelet 
thrombi were present in the kidneys and myocardium in all 
cases. The major organs least frequently involved were the 
lungs and liver. The bone marrow was uniformly hyper- 
plastic. The possibility that the syndrome may be secondary 
to a variety of underlying conditions is suggested by the 
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fact that associated processes capable of causing vascular 
damage were noted in four of the seven patients, one of 
whom had glomerulonephritis, one lead poisoning, and two 


malignant hypertension. 





Control of Hypertension by Hyphex.—The term hyphex, form- 
ed from the words hydrazinophthalazine and hexamethonium, 
is used to designate a new and effective method of control- 
ling arterial hypertension. The simultaneous administration 
of hexamethonium chloride and hydrazinophthalazine (hydral- 
azine) according to a carefully determined schedule varying 
with the response in each case results in sustained lowering 
of the elevated blood pressure. No adequately managed 
patient failed to respond to the treatment, but modifications 
of the schedule resulted in failure. Substitution of placebos 
for one of the drugs was invariably followed by a progres- 
sive rise in blood pressure. Patients in malignant stages 
sometimes died within from two to four days after dis- 
continuing the treatment. The method has been used for 
from 6 to 25 months in 258 patients, of whom 89 were 
in malignant, 5 in terminal uremic, and 130 in severe benign 
stages of hypertension. The blood pressure fell in all cases 
and was maintained at reascnable levels in approximately 
80%. Tolerance did not develop when the method was strictly 
followed. The malignant stage was altered in all cases, but 
only three-fourths of the patients survived. Renal insufficiency 
is in many cases a limiting factor in the effectiveness of 
hyphex. The method is not ideal, but even in these initial 
trials it has been shown that control of hypertension is both 
practical and feasible for patients who are willing to cooper- 
ate, if certain precautions are taken to prevent hypotension 
and cbstipation. The present report, which deals with the 
effect of hyphex on the blood pressure, will be followed by 
others dealing with special problems. 





Direct Surgery in Arteriosclerosis——The factors responsible 
for success or failure in the surgical treatment of arterio- 
sclerotic segmental obstruction in the peripheral arteries 
may be grouped under two headings: (1) proper selection 
of patients and (2) technical details of surgery. Resection 
and replacement of an obstructed segment was accomp- 
Ished in 30 patients (bilaterally in 1); of these grafts, 16 
were successful and 15 failed. The results obtained in this 
series, small though it is, show that there are certain defi- 
nite indications and contraindications for surgical treatment 
of this cond.tion. One finding common to all candidates for 
superficial femoral artery resection is the presence of a 
femoral pulse and the absence of one at the popliteal 
level. This does not necessarily mean that the obstruction 
is limited to the superficial femoral artery, but it does pro- 
vide a broad basis for selection. Claudication is the symp- 
tom that prompts these patients to seek medical attention, 
and the likelihood of success is diminished if other symp- 
toms are present. Age does not seem to be an important 
factor in the outcome; the average age of the patients in 
whom the grafts were successful was 52, and that of those 
in whom they failed was 51. Rest pain and trophic changes 
in the foot of the affected extremity are the outstanding 
contraindications. None of the patients in whom the grafts 
were successful presented these symptoms, but they were 
found in several of the patients in whom the grafts failed. 
Arteriography, though sometimes misleading, is an _ essen- 
tial aid in the correct selection of patients for femoral 
grafting. Injury to collateral vessels should be carefully 
avoided, because the existence of such vessels may mean 
the difference between maintenance of the preoperative state 
or its deterioration if the graft fails. Femoral vein. auto- 
grafts were used with success in two patients, both of whom 
are symptom-free after periods of 23 and 22 months respec- 
tively. Saphenous autografts were used in 22 patients with 
13 failures and 9 successes. Saphenous homografts succeeded 
in four of six cases, and one such graft, listed as a failure, 
was never implanted because of the friability of the host's 
vessels. The blocked segment of the femoral artery may be 
either removed or left in place as indicated by the circum- 
stances in each case. Anticoagulants apparently were not an 
important factor in the success or failure of the grafts. 
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M. H. Dorph and J. W. Abbiss.—p. 289. 
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ANGIOCARDIOGRAPHY 

Angiocardiography in Diseases of the Chest. I. Steinberg.—p. 477. 

*Persistence of Left Superior Vena Cava. I. Steinberg, W. Dubilier Je. 
and D. S. Lukas.—p. 479. 

Surgical Treatment of Bullous Emphysema Contributions of Angio- 
cardiography. L. Miscall and R. W. Duffy.—p. 489. 

“Primary” Undifferentiated Carcinoma in Mediastinum: Report of Two 
Cases with Angiocardiographic and Pathologic Findings. N. Finby 
and I. Steinberg.—p. 500. 

Myxoma of Heart: Roentgen Diagnosis During Life in Three Cases. 
I. Steinberg, C. T. Dotter and F. Glenn.—p. 509. 

Control of Chest Pain. E. R. Levine.—p. 521. 

Use of Iso-Nicotinic Acid Hydrazides in Treatment of Tuberculosis. 
M. M. Ziskind, E. Calovich, J. Joffko and S. Jacobs.—p. 535. 

Treatment of Pulmonary Tuberculosis with Isonicotinic Acid Hydrazide. 
N. Oeconomopoulos, C. Stephanopoulos, D. Liacacos and others. 
—p. 545. 

Trachiectasis with Tracheocele: Report of Case in Which Tracheocele 
Was Resected. H. A. Andersen, O. T. Clagett and C. A. Good.—p. 553. 

*Fibro-Anthracosis of Lungs in Elderly Individuals in Smoky City. T. J. 
Moran.—p. 558. 

Spontaneous Pneumothorax. J. N. Briggs, R. W. Walters and F. X. 
Byron.—p. 564. 

Rehabilitation of the Tuberculous: Two-Year Observations on Group 
of Ambulatory Patients in Tuberculous Hospital. J. Goldberg and 
B. Berner.—p. 571. 

Ward Rounds—‘‘Hemoptysis.” T. H. Noehren.—p. 580. 

































































































































































Persistence of Left Superior Vena Cava.—Persistence of a 
left superior vena cava, a congenital anomaly of considerable 
interest, was detected during life by angiocardiography and 
cardiac catheterization in five women between the ages of 
21 and 49, one 21-year-old man, and three boys and two 
girls between the ages of 3 and 6. It occurred as an isolated 
lesion in three women and was associated with other con- 
genital cardiac anomalies, such as situs inversus, dextrocardia, 
interatrial and intraventricular septal defects, tricuspid atresia, 
tetralogy of Fallot, and infundibular pulmonary stenosis, in all 
the children and in the other two women. Persistent left 
superior vena cava without a right superior vena cava but 
in the absence of any other cardiovascular abnormalities was 
observed in the man. Persistent left superior vena cava is 
a relatively simple defect of development that as a single 
lesion produces no detectable adverse effects on the function 
of the heart aside from the fact that it may occasionally 
simulate widening of the aorta during roentgenography of 
the heart. The association of persistence of left superior vena 
cava with complex cyanotic types of congenital cardiovascu- 
lar disease is, however, noteworthy. Although a left superior 
vena cava may be suspected on fluoroscopy, it can be posi- 
tively identified in the living patient only by angiocardiog- 
raphy or cardiac catheterization. A left superior vena cava may 
be missed during angiocardiography unless the left arm veins are 
used for the injection of contrast mediums. Even though 11 cases 
were observed by the authors, many more were probably 
missed because injection of the right arm for angiocardiog- 
raphy is preferred since this simplifies positioning of the 
patient for left oblique and lateral studies of the heart. 
Catheterization of the heart through the left arm veins, rou- 
tinely used by the authors, affords the opportunity of entering 
a left superior vena cava. In some of their cases demonstra- 
tion of the left superior vena cava could be accomplished 
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by catheterization of the right superior vena cava, Passing 
the catheter through the right superior vena cava, the right 
atrium, into the coronary sinus, and up the left superior vena 
cava. 


Fibroanthracosis of the Lungs.—Of 770 necropsies performed 
on indigent residents of Pittsburgh who died at the average 
age of 60, with men predominating in a ratio of 3 to 1, 97 
showed some degree of fibroanthracosis, an incidence of 12.5%, 
In 8 of the 97, fibroanthracosis was listed as the principal 
cause of death, a fatal incidence of 1%. In two additional 
cases fibroanthracosis was a contributory cause of death in 
patients with pulmonary tuberculosis. These 10 patients were 
men, and 6 of them had been coal miners for 4 to 33 years, 
Analysis of the causes of death in the 97 cases of fibroanthra- 
cosis indicated that its presence in the lungs did not increase 
the incidence of or predispose to death from other lung diseases 
such as pneumonia, tuberculosis and bronchogenic carcinoma. 
Fibroanthracosis was observed in only seven women, and in 
each of these lung damage was slight and had no effect on 
the patient’s death. Most of the fatal cases of fibroanthracosis 
occurred in coal miners. The mechanism of death was con- 
gestive heart failure. Right ventricular hypertrophy was pro- 
nounced in almost all of the fatal cases. These results suggest 
that long-continued exposure to a smoky atmosphere such 
as that of the Pittsburgh district in which coal mining is a large, 
essential industry, while it may cause minimal scarring after 
many years, does not result in any appreciable degree of lung 
fibrosis. Fibroanthracosis of the lungs, in this district at least, 
is an occupational disease, predominantly if not entirely asso- 
ciated with coal mining. 


Endocrinology, Springfield, Ill. 


53:465-584 (Nov.) 1953. Partial Index 


Similarity Between Anemia Induced by Hypophysectomy and That In- 
duced by Combined Thyroidectomy and Adrenalectomy in Adult Female 
Rats. R. C. Crafts.—p. 465. 

Comparison of Epithelial Percentage and Nuclear Volume Determinations 
as Indicators of Thyroid Activity Following Stimulation by Thyrotro- 
pin. P. Tala.—p. 474. 

Content of Protein Nitrogen and of Nucleic Acids in Epithelium of Ecto- 
cervix of Women. H. Herrmann, E. S. Taylor and B. J. Neukom. 
—p. 487. 

Production of Hypertension, Nephrosclerosis and Cardiac Lesions by 
Methylandrostenediol Treatment in Rat. F. R. Skelton.—p. 492. 

Cholesterol Biosynthesis in Adrenal Tumor. L. L. Smith and N, T. 
Werthessen.—p. 506. 

Effect of Growth Hormone on Nucleic Acid Content of Developing Chick 
Embryo. Tung-Yue Wang, Kuang-Mei Hsieh and H. T. Biumenthal. 
—p. 520. 

Measurement of Estrogen Mixtures by Differential Fluorometry. J. W. 
Goldzieher.—p. 527. 

Selective Depletion of Adrenaline Content of Suprarenal Gland by Injec- 
tion of Insulin in Cat. B. Hokfelt.—p. 536. 

Effect of Hypophysectomy, DDD Treatment, and Surgical Trauma on 
Oxygen Consumption of Various Zones of Adrenal Cortex. J. Nichols, 
C. Davis and H. D. Green.—p. 541. 

Mechanisms of Insulin and Epinephrine Effect on Level of Plasma Po- 
tassium. A. Dury.—p. 564. 

Effect of Diethyldithiocarbamate and Other Agents on Mice with Obese- 
Hyperglycemic Syndrome. J. Mayer, S. B. Andrus and D. J. Silides. 
—p. 572. 

Effect of Adrenal Cortical Extract, Cortisone and Hydrocortisone upon 
Work of Adrenalectomized-Eviscerate Rat. D. J. Ingle, J. E. Nezamis 
and E. H. Morley.—p. 582. 


Illinois Medical Journal, Chicago 


104:293-348 (Nov.) 1953 


Screening for Diabetes. G. H. Gowen.—p. 293. 

Complications of Labor, J. H. Randall.—p. 295. 

Preliminary Clinical Report on New Surface Anesthetic Agent. L. Peal 
and M. Karp.—p. 299. 

Diagnosis of Occult Ectopic Pregnancy. C. S. Stevenson.—p. 302. 

Superficial Fungus Infections. D. M. Cohen.—p. 314. 

Operative Dentistry for Cerebral Palsied and Difficult Child Patient 
Under General Anesthesia. W. R. Dunnom.—p. 317. 

Role of Police Scientist in Medical Legal Investigation. R. F. Turnes. 
—p. 320. 

*Metastases to Bone from Bladder Tumors. A. S. Kinne.—p. 323. 


Metastases to Bone from Bladder Tumors.—Kinne presents 
the case of a man, aged 49, who was first seen in July, 
1949, complaining of painless hematuria that had existed 
over the past year and had been constant for the past 
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three months. Cystoscopy revealed an irritable bladder and 
a large edematous papillary tumor covering the right half 
of the floor of the bladder which extended into the trigone. 
The right ureteral orifice was obscured by the tumor. Eight 
months after surgical treatment of the vesical tumor, the 
patient felt a snap in his right leg and fell. He was ad- 
mitted to the hospital and placed in traction, Roentgeno- 
grams showed a pathological fracture of the right upper 
femur and extensive destruction of the bone, which was 
not apparent on a roentgenogram taken six weeks earlier. 
The patient rapidly grew worse and died nine months after 
his first admission. The author feels that tumor cells of 
the primary lesion probably entered the blood stream and 
were carried to the bone. The literature on bone metastases 
from vesical tumors is reviewed. The author stresses that 
metastasis to bone from bladder tumors is more frequent 
than is generally known. Metastases are apparently blood 
borne and bear no relationship to the size of the primary 
tumor. The bony lesions are osteolytic in nature. Radical 
surgery with removal of pelvic lymphatics is an advance, 
but is not the final answer to treatment of carcinoma of 
the bladder. 


Journal of Aviation Medicine, St. Paul 
24:373-470 (Oct.) 1953 


Some Observations on Human Tolerance to Accelerative Stress: Phase II. 
Preliminary Studies on Primates Subjected to Maximum Simple Accel- 
erative Loads. E. L. Beckman, J. E. Ziegler, T. D. Duane and H. N. 
Hunter.—p. 377. 

Comparative Ecological Study of Chemistry of Planetary Atmospheres. 
H. Strughold.—p. 393. 

Stimulus Required to Produce Motion Sickness: Restriction of Head 
Movement as Preventive of Airsickness-Field Studies on Airborne 
Troops. W. H. Johnson and J. W. Mayne.—p. 400. 

Importance and Relation of Preventive Medicine to Aviation Medicine. 
J. Rizzolo.—p. 412. 

Aeromedical Problems for Nuclear Propelled Aircraft. J. E. Pickering 
and G. E, Thoma Jr.—p. 423. 

Plea for Inclusion of Cover Test for Heterophoria in Routine Fligh: 
Physical Examinations. T. D. Duane.—p. 425. 

*Fascination: Cause of Pilot Error. B. Clark, M. A. Nicholson and A 
Graybiel.—p. 429. 

Physiological Recognition of Strain Associated with Flying. T. J. Do- 
manski and J. B. Nuttall.—p. 441. 

Peripheral Circulation and Simulated Altitude: Part II. F. Girling and 
C. Maheux.—p. 446. 


Fascination: A Cause of Pilot Error.—Fascination is a condi- 
tion in which a pilot fails to respond adequately to a clearly 
defined stimulus-situation in spite of the fact that all of the 
necessary cues are present for a proper response and the cor- 
rect procedures are well known to him. Fascination has also 
been defined as a state of narrowed attention associated 
with excessive concentration on some object or task with 
resulting loss of voluntary control over response. Thus, a flight 
student may concentrate on lining up with the runway and 
keeping a proper attitude to such a degree that the sound of 
the horn indicating “wheels up” may be so far in the margin 
of his attention that it is not perceived. Therefore, the pilot 
does not react appropriately although he may recall later 
that the horn had blown. The authors were led to inquire 
into the problem of fascination after discussions with in- 
structors in formation flying, who described experiences in 
which the student pilot failed to maneuver in order to 
avoid certain collision. This occurred under circumstances 
that posed no problem in flying skill. A questionnaire was 
constructed and was administered to naval flight students, with 
the explanation that the purpose was to obtain information 
regarding vertigo and fascination, and the two terms were 
defined for them. The students were assured that all of their 
statements would remain confidential and that the results 
would be for research purposes only. The questionnaire, 
which asked the students to write a description of an experi- 
ence with fascination and to mark a check list of such 
experiences, was administered to a total of 502 flight stu- 
dents, 226 of whom were approaching the end of basic flight 
training and 276 students in advanced training. In addition, 
25 flight instructors were interviewed. Fascination or target 
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fixation was well known to both instructors and students; it 
had been experienced by 92% of the advanced students 
and 88% of the basic students. The phenomenon is more 
complex than the definition indicates. One type of fascina- 
tion involves excessive concentration, whereas certain types 
of fascination experiences involve also compulsive behavior 
and “blocking.” It is suggested that fascination as a hazard 
in flying can be reduced by the flight student being taught 
to shift his attention from one significant thing to another 
in his visual and auditory fields, by techniques that reduce 
tenseness and by knowledge of what fascination is and of 
how to deal with it. Fear and the emotional reactions accom- 
panying it, and the resulting emotional “blocking” plays 
a part in fascination, particularly in the early stages of learn- 
ing. Such reactions should be guarded against and will tend 
to be reduced in the normal process of learning. 


Journal of Bacteriology, Baltimore 
66:505-626 (Nov.) 1953. Partial Index 


Growth Promoting and Antisulfonamide Activity of Pteroylglutamic Acid 
and Related Compounds for Escherichia Coli and Aerobacter Aero- 
genes. H. P. Havas and A. P. McGeady.—p. 531. 

Production of Chains by Diplococcus Pneumoniae in Magnesium Deficient 
Media. E. J. Rochford and R. J. Mandle.—p. 554. 

Inactivation of Influenza Viruses by Tannic Acid and Related Compounds, 
R. S. Carson and A. W. Frisch.—p. 572. 

Mode of Inactivation of Influenza Virus by Tannic Acid. A. W. Frisch 
and R. S. Carson.—p. 576. 

Immunization Against Brucella Infection. M. Herzberg and §S. Elberg. 
—p. 585. 

Oxidation of Glutamic Acid by Brucella Abortus. A. G. Marr, C. B 
Olsen, H. S. Unger and J. B. Wilson.—p. 606. 


Journal Clin. Endocrin. & Metab., Springfield, Tl. 
13:1305-1444 (Nov.) 1953 


Clinical Experience with New Antithyroid Drug: 2-Carbethoxythio-1- 
Methylglyoxaline. E. C. Bartels.—p. 1305. 

*Treatment of Simple Goiter with Thyroid. M. A. Greer and E. B. 
Astwood.—p. 1312. 

ACTH and Cortisone Therapy of Acute Nonsuppurative (Subacute) 
Thyroiditis. S. C. Werner.—p. 1332. 

Physiologic Activity of I-Triiodothyronine. J. Lerman.—p. 1341. 

Radioiodine Tracer Study of Fate of Human Thyroid Autotransplants, 
D. E. Szilagyi, J. L. Barrett, E. R. Longabaugh and L. E. Preuss. 
—p. 1347. 

Thyroidal Uptake of Stable Iodine Compared with Serum Concentration 
of Protein-Bound Iodine in Normal Subjects and in Patients with 
Thyroid Disease. B. A. Burrows and J. F. Ross.—p. 1358. 

Blood Level as Guide to Therapy with Radioiodine. J. E. Rall, M. S. 
Sonenberg, J. Robbins and others.—p. 1369. 

Uptake of Radioactive Iodine by Carcinoma of Thyroid Gland: Study of 
128 Cases. B. M. Black, L. B. Woolner and C. M. Blackburn.—p. 1378. 

Treatment of Thyroid Cancer Metastases with TSH and I During 
Thyroid Hormone Medication. C. T. Sturgeon, F. E. Davis, B. Catz 
and others.—p. 1391. 

Present-Day Problem of Cancer of Thyroid. R. B. Cattell and B. P., 
Colcock.—p. 1408. 

*Bilateral Paralysis of Vocal Cords: Symptoms, Diagnosis and Treatment. 
F. Z. Havens.—p. 1416. 

Diagnosis of Hypothyroidism. P. Starr.—p. 1422. 


Treatment of Simple Goiter with Thyroid.—A summary is 
presented of the medical literature on treatment of simple 
goiter with thyroid since the inception of such therapy in 
1894. In view of the current infrequent use of thyroid in 
simple goiter, 50 patients between the ages of 11 and 70 
years with simple nontoxic goiter are reported who were 
treated with thyroid between 1945 and 1950. Of the 50 
patients, 23 had diffuse goiter, 9 multinodular goiter, and 
18 a single nodule. The usual dose of desiccated thyroid 
was 2 or 3 grains (0.12 to 0.2 gm.) daily, with the extremes 
varying between 2 and 6 grains (0.03 to 0.4 gm.) per day. 
The patients were reexamined at intervals that varied from 
one week to two months, and therapy was continued until 
no further decrease in the size of the thyroid gland seemed 
likely or until the goiter had disappeared altogether. As 
an exactly comparable series of untreated patients could 
not be accumulated, a survey was made of the hospital 
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records of all patients admitted since 1933 with simple 
nontoxic goiter. Letters were sent to these patients, and the 
40 who returned for reexamination were used for comparison. 
Of the 50 patients treated, 12 were therapeutic failures, 
while the size of the thyroid decreased in 38, with com- 
plete remission in 20. Most of the complete remissions 
occurred within three months, and none required more 
than six months. Most of the patients who failed to show 
any response were treated for longer than six months. It 
is unlikely that a prolongation of therapy would have been 
effective. Only two relapses were observed during the one 
to seven years of follow-up. Although it is anticipated that 
more will occur in the future, such relapses should be 
amenable to another course of thyroid therapy. Twenty of 
the 23 patients with diffuse goiter responded to the treat- 
ment, and 10 underwent complete remission. Six of the nine 
patients with multinodular goiter had a favorable response, 
and in three the goiter disappeared completely. Diminu- 
tion in the size of the goiter occurred in only 6 of the 
40 patients who had not been treated with thyroid. The 
results of earlier investigators concerning the usefulness of 
the thyroid in the treatment of simple goiter were, there- 
fore, amply confirmed by the authors’ observations. The 
age of the patient and the duration of the goiter prior to 
treatment did not seem to have as great an influence on the 
response to therapy as was previously observed. Many of 
the patients with a satisfactory response to the treatment 
were in the older age groups and had noted thyroid enlargement 
for 5 to 10 years or longer. Diffuse goiter proved more apt 
to respond than the nodular variety. Desiccated thyroid 
will decrease the secretion of thyrotropin and, in turn, the 
size of the goiter, regardless of the nature of the defect in 
hormone synthesis; therefore, it might be regarded as speci- 
fic in the treatment of goiter. In addition to its beneficial 
effect on the size of the goiter in three out of four cases, 
thyroid administration aids in diagnosis in doubtful cases. 
Failure of the goiter to respond and failure of the radio- 
iodine accumulation to be suppressed constitutes sugges- 
tive evidence for diagnosis of hyperthyroidism. 


Bilateral Paralysis of Vocal Cords.—Preoperative examina- 
tion of the vocal cords of a large number of patients who 
were to undergo thyroidectomy and corresponding postoper- 
ative examination of the same patients 10 to 14 days later, 
by indirect laryngoscopy revealed that 88 patients had ex- 
perienced paralysis of a vocal cord. An inquiry was made 
regarding any untoward symptoms these patients might have 
had during the early postoperative days. For comparison 
1,300 records of patients without vocal cord paralysis were 
available. It appeared that if a patient who has had a 
thyroidectomy is hoarse and also suffers from choking during 
the first five postoperative days, it is highly probable that 
at least one vocal cord has been paralyzed. Six months or 
more after one vocal cord has been paralyzed at thyroidec- 
tomy the patient probably will have no symptoms referable 
to such paralysis. Six months or more after both vocal 
cords have been paralyzed at thyroidectomy the patient’s 
voice usually will be essentially normal, but he will have 
more or less dyspnea. This results because the bowing of 
the vocal cords that at first results from the surgical paral- 
ysis gradually changes so that the margins become nearly 
straight with gradual reduction in the airway between the 
cords. Treatment for bilateral paralysis of the vocal cords 
is indicated whenever the patient cannot live comfortably 
within the limitations imposed by the dyspnea. Two methods 
of surgical treatment are available: (1) the King operation, 
whereby the arytenoid is removed or is anchored laterally, 
with the field of operation exposed through an external 
excision and (2) the Thornell operation, a transoral aryte- 
noidectomy, with the field of operation exposed by means 
of the suspension laryngoscope. The latter technique was 
employed by the author in 50 patients with bilateral paral- 
ysis of the vocal cords with excellent results in 47, fair re- 
sults in 2, and unsatisfactory results in 1. Good results 
can be achieved by either method. 
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—p. 471. 
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Persistence of Complement in Aged Sera. P. H. Maurer and W. Weigle. 
—p. 284. 
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and Mouth Disease Using Direct and Indirect Methods. C. E. Rice 
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Antigens, Antibody and Passive Transfer Studies. S. Malkiel, B. J. 
Hargis and S. M. Feinberg.—p. 311. 
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—p. 319. 

Role of Erzyme in Reversible Agglutination of Red Cells. R. E. Hoyt 
and H. Zwicker.—p. 325. 
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of Human Complement (C’3) by Insoluble Residues of Yeast Cells 
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Virus in Hamsters.—J. R. Overman and L. Kilham.—p. 352. 
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—p. 359. 
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21:273-336 (Nov.) 1953 


*Painful Injections Allayed with Cortisone. T. Cornbleet.—p. 273. 

Scratching Machine to Study Mechanical Trauma on Skin. R. W. Gold- 
blum and W. N. Piper.—p. 275. 

Studies on Post-Atabrine Dermatitis: II. Permanent Anhidrosis, Anhi- 
drotic Asthenia and Prolonged Dermatitis Following Atabrine Derma- 
titis. I. L. Schamberg.—p. 279. 

Studies of Sweating: VI. Urticariogenic Properties of Human Sweat. 
M. B. Sulzberger, F. Herrmann, A. Borota and M. B. Strauss.—p. 293. 

Microscopic Studies of Keratinization of Human Hair. G. F, Odland. 
—p. 305. 

Patterns of Hair Growth Cycles in Colored Rabbit and Their Modifi- 
cation by Experimental Means. H. R. Rony, D. M. Cohen and 
I. Schaffner.—p. 313. 

In Vitro Study of Group of Blocked Steroids as Anti-Mycotic Agents. 
G. Rebell and J. H. Lamb.—p. 331. 


Painful Injections Allayed with Cortisone—Cornbleet found 
that a drop (1/20 cc., 1.25 mg.) of ordinary commercial sus- 
pension of cortisone or hydrocortisone incorporated with an 
injectable medicament allays immediate pain. Control injec- 
tions with the suspending fluids for cortisone and hydrocorti- 
sone were of little help, and procaine solutions used with pain- 
ful materials did not allay pain. However, if anesthetization 
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preceded the use of the medicament, this prevented pain, but 
required two injections. The analgesic action of cortisone must 
be by some other mechanism than that of ordinary local 
anesthetics. It may perhaps prevent formation of or neutralize 
intermediate noxious materials, such as histamine-like agents. 
This would seem to be the case, because cortisone abolishes 
fare in the skin at the site of its injection. Another possi- 
pility is that cortisone shields sensory endings against the 
effects of injury. The author feels that if others will corrobo- 
rate the results he obtained, pharmaceutists might want to 
include the corticoids with such painful medicaments as thi- 
amine hydrochloride and crude liver extract. 


Journal of Nervous and Mental Disease, New York 


117:479-576 (June) 1953 


Klippel-Feil Syndrome: Etiology and Treatment of Neurologic Signs. 
w. H. Mosberg Jr.—p. 479. 

Clinical Hypothalamic Syndromes: Anatomicophysiological Correlations. 
I. S. Wechsler —p. 492. 

Suicide in a State Hospital for the Mentally Ill. S. Levy and R. H. 
Southcombe.—p. 504. 

Case History Data and Prognosis in Schizophrenia. L. Phillips.—p. 515. 

*Focal Cerebral Injury Due to Trichinella Spiralis. R. W. Hurd.—p. 526. 

Improvement in Psychosis Following Conditioned-Reflex Treatment for 
Alcoholism. G. N,. Thompson and B. Bielinski.—p. 537. 

Use of Mebaral in Treatment of Chronic Alcoholism, J. A. Smith and 
W. T. Brown.—p. 544. 


Cerebral Injury Due to Trichinella Spiralis—Usually infes- 
tation with Trichinella spiralis manifests itself in puffing of 
the eyelids, a febrile reaction, muscular pains, and intestinal 
symptoms. The central nervous system is not often involved, 
but, when this occurs, the symptom complex can be varied 
and misleading. Hurd presents the case of a man, aged 40, 
who on Sept. 5, 1949, ate two patties of ground pork that 
were insufficiently cooked. Six days later, the patient had a 
brief bout of slightly bloody diarrhea. The next day his eyes 
were puffy and red. On the 10th and 11th day after ingestion, 
he noticed weakness of the right arm and leg and stayed 
home from work. On the 13th day he could barely walk, was 
confused, and could not recognize his son. On the following 
day, he was hospitalized with a provisional diagnosis of polio- 
myelitis. For the first nine hospital days the temperature 
ranged from 102 to 103.5 F. On the second hospital day the 
leukocyte count was 23,700 and the differential count showed 
4% eosinophils. The patient was unable to move any muscle 
in the right arm or leg. On the fifth hospital day, the white 
blood cell count had fallen to 14,000 with an eosinophilia 
of 25%. At this time, the story of the inadequately cooked 
pork was obtained. The high eosinophil count, a positive intra- 
dermal test for trichiniasis, and a complement fixation test 
for trichiniasis with a titer of 800 established the diagnosis. 
The patient was discharged from the hospital on the 31st 
hospital day still having some difficulty in walking because 
of dragging of the right leg. Seven months after discharge 
there had been no improvement in the right leg, but otherwise 
the patient appeared normal. The author reviews the literature 
on involvement of the central nervous system in trichiniasis 
and shows that in a total of 31 reported cases there were 9 
deaths. Patients who have only muscular weakness and in 
whom reflexes are absent usually recover completely, but the 
prognosis is poor in patients with mental disturbances or signs 
of focal lesions in the central nervous system. Trichiniasis 
with neurological complications may resemble encephalomye- 
litis, meningitis, acute poliomyelitis, polyneuritis, dermatomyo- 
sitis, and periarteritis nodosa. The methods available for the 
diagnosis of trichiniasis increase in reliability as the disease pro- 
gresses. During the first week the chief diagnostic aids are a 
history of ingestion of raw pork and eosinophilia. During the 
second week a centrifuged specimen of the cerebrospinal fluid 
may reveal larvae, if a thorough search is made for them. 
An intradermal skin test may show a wheal type of reaction. 
During the third week muscle biopsy and complement fixation 
tests can be performed. 
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J. Pharmacology & Exper. Therap., Baltimore 
109:107-232 (Oct.) 1953. Partial Index 


Similarity of Acute Hemodynamic Response to 1-Epinephrine and 
1-Arterenol. M. E. Zanetti and D. F. Opdyke.—p. 107. 

Estimating Dose of Cardiac Glycoside for Human Subjects. C. I. Bliss, 
T. Greiner and H. Gold.—p. 116. 

Renal Hemodynamic Effects of Xanthine Compound, Diethylaminoethyl 
Theophylline Hydrochloride (Parephyllin). W. R. Livesay and J. H. 
Moyer.—p. 123. 

N-Allylnormorphine as an Antagonist to Intestinal Spasm Produced by 
Addicting Analgesics. C. M. Gruber, Jr., and C. M. Gruber.—p. 157. 

Toxicologic Studies on Zinc and Disodium Ethylene Bisdithiocarbamates. 
R. B. Smith Jr., J. K. Finnegan, P. S. Larson and others.—p. 159. 

Use of Cat in Bioassay of Choleretic Agents. D. L. Cook, L. D. Calvin 
and M. A. Kaim.—p. 167. 

Further Cardiovascular and Renal Hemodynamic Studies Following 
Administration of Hydrailazine (1-Hydrazinophthalazine) and Effect of 
Ganglionic Blockade with Hexamethonium on These Responses. J. H. 
Moyer, R. A. Huggins and C. A. Handley.—p. 175. 

Relation Between Skin Temperature and Effect of Morphine upon 
Response to Thermal Stimuli in Albino Rat and Dog. C. A. Winter 
and L. Flataker.—p. 183. 

Effect of Histamine on Renal Hemodynamics. W. P. Blackmore, V. E. 
Wilson and T. R. Sherrod.—p. 206. 

Transport of Priscoline by Renal Tubules. J. Orloff, L. Aronow and 
R. W. Berliner.—p. 214. 

Aureomycin Absorption and Distribution in Gastro-Intestinal Tract of 
Dog. W. D. Gray, R. T. Hill, R. Winne and R. W. Cunningham. 
—p. 223. 


Journal of Urology, Baltimore 


70:657-806 (Nov.) 1953. Partial Index 


*Metabolic Studies on Bilateral Adrenalectomy Patient. W. W. S. Butler 
III, J. T. Grayhack, C. L. Ransom and W. W. Scott.—p. 657. 
Histopathological Study of Renal Tubular Reaction Following Intravenous 
Infusion of Homologous Hemoglobin Solutions in Dogs. A. L. Finkle. 
—p. 665. 
Histologic Lesion of Cholemic Nephrosis. T. W. Holmes Jr.—p. 677. 
*Sextuplicitas Renum: Case of Six Functioning Kidneys and Ureters in an 
Adult Female. R. C. Begg.—p. 686. 
Wilms’ Tumor in Children. R. A. Garrett and H. O. Mertz.—p. 694. 
Attempted Disintegration of Calculi by Ultrasonic Vibrations. W. P. 
Mulvaney.—p. 704. 
Complications Arising from Transurethral Manipulation of Ureteral Cal- 
culi. J. H. Iwano and R. C. Bunts.—p. 708. 
Ureteral Stone in Child: Extraction by Looped Catheter. M. Ellik and 
J. Getz.—p. 716. 
Paraplegia Due to Vertebral Metastasis of Prostatic Carcinoma: Case 
Report. G. K. Kawaichi and R. D. Rider.—p. 720. 
ACTH in Radiation Cystitis. L. Persky and G. Austen Jr.—p. 724. 
Benign Mesothelial Tumors of Urinary Bladder: Review of Literature and 
Report of Case of Leiomyoma. E. W. Campbell and G. J. Gislason. 
—p. 733. 
Occurrence of Bone Tissue in Human Penis. J. A. Eglitis.—p. 749. 
Interstitial Cell Hyperplasia or Adenoma. K. E. Blundon, S. Russi and 
R. C. Bunts.—p. 759. 
Cancer of Tunica Vaginalis: Review of Literature and Report of One 
Case. J. I. Waller and C. A. Hellwig.—p. 768. 
Donovanosis of Epididymis Complicating Tuberculous Infection. M. 
Marmell, R. Ultmann and S. Weintraub.—p. 776. 
Miillerian Duct Remnants in the Male. V. Moore and G. E. Howe. 
—p. 781. 
Five Year Survey of Traumatic Urogenital Emergencies. G. Schinagel 
and G. Sewell.—p. 789. 
Preliminary Report on Lowering of Prothrombin by Gantrisin. S. Silberg, 
C. Bruno, S. Keesal and S. Miceli.—p. 796. 


Metabolic Studies After Bilateral Adrenalectomy.—Butler and 
associates review the history of the use of endocrine treat- 
ment in the management of prostatic cancers and point out 
that hundreds of patients with prostatic cancer have been 
treated either by surgical castration or estrogen administration, 
or a combination of both. It was recognized that many failed 
to respond or responded only for a short while to castration 
and/or estrogen therapy. A study of the urinary 17-keto- 
steroids suggested that after castration a reduction occurred 
followed by a rise to a level twice that observed prior to 
castration. This rise suggested an extragonadal source of 17- 
ketosteroids and androgens. This source was logically the 
adrenal, and so, bilateral adrenalectomies were performed in 
patients who relapsed after previous response to castration or 
estrogen therapy. With the aid of cortisone and a certain 
regimen patients could be kept alive without adrenals. Butler 
and associates studied the metabolic effects of bilateral adrenal- 
ectomy and describe the subjective and objective responses in 
two patients. They conclude that bilateral adrenalectomy can 
be a safe and valuable procedure. It may prove to be of great 
value in the therapy of carcinoma of the prostate, hyperten- 
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sion, and diabetes mellitus, but until the physiology of the 
adrenalectomized patient is better understood it must be re- 
stricted to the cases in the hopeless category. Patients who 
have had bilateral adrenalectomy may be maintained on 25 
to 50 mg. of cortisone given orally each day in two doses. 
Acid-base balance remains in equilibrium at this dosage when 
renal function is normal and the diet is adequate and con- 
tains 6 gm. of sodium chloride. Desoxycorticosterone is not 
usually required and even appears to be contraindicated by 
studies of total sodium and potassium excretion. Glucose toler- 
ance is increased after bilateral adrenalectomy when cortisone 
dosage is 25 mg. a day. Alkaline and acid phosphatases in- 
dicated improvement of two patients with carcinoma of the 
prostate with metastases after bilateral adrenalectomy. Another 
indication that there was a decrease in the cancer growth rate 
or metabolic rate was the ability of these patients to maintain 
total serum protein and hemoglobin values. Testosterone in- 
creased the adrenocortical requirement and precipitated an 
Addisonian crisis twice in one of the patients without adrenals. 
The 17-ketosteroid excretion decreased but never reached very 
low levels after adrenalectomy. In the second patient, when 
the malignancy of the prostate became autonomous during the 
exacerbation, there was an increase in the 17-ketosteroid 
excretion. 


Six Functioning Kidneys in a Woman.—The patient whose 
case is presented is a woman, aged 42, who enjoyed such 
excellent health both before and after the incident of central 
abdominal colic, which led to the x-rays being taken, that she 
saw no reason for further investigation to satisfy the curiosity 
of science. However, the pictures clearly indicate that the six 
kidney-ureter units consist of two sets of three each. There 
is a medial group consisting of a single right and a double 
left unit and a lateral group that also shows a single kidney 
on the right and two on the left. The medial one taken alone 
would not excite interest because it reproduces a very common 
clinical finding, namely a double kidney and two ureters on 
one side. The two ureters run close together and reach the 
bladder at approximately the same place. In the lateral group, 
on the other hand, all three ureters pass out widely and main- 
tain a course far lateral to the normal one. They originate 
from no well-defined kidneys but a series of tube-like calyces 
that pass mediolaterally, in contrast to the usual arrange- 
ment as seen in the medial group. At their lower ends, these 
lateral ureters turn sharply toward the middle line, cross the 
medial ureters, and seem to course toward the region of the 
bladder neck. The two left lateral ureters run side by side 
and appear to cross one another at least once. The author 
speculates on the embryonal disturbance that could have pro- 
duced such an unusual urinary tract and still left the general 
health unimpaired. He discusses the following hypotheses: 1. 
There were only two mesonephric ducts, but two ureteric buds 
arose from the right one and four from the left. 2. The Jateral 
ureters represent a mesonephric system that has continued to 
function in the adult. The mesonephric duct of the left side 
is duplicated. 3. There were four mesonephric ducts in the 
embryo, two on each side. The ones on the right side gave 
rise to one ureteric bud each, those on the left to two each. 
4. The extra kidneys and ureters represent a teratomatous 
formation, and there is a “duplicitas infraumbilicalis” present 
with no manifestations outside the urinary tract. The author 
feels that none of these hypotheses are satisfactory. 


Louisiana State Medical Society Journal, New Orleans 
105:415-454 (Nov.) 1953 


*Hexamethonium and Apresoline: Their Effects on Ambulatory Hyperten- 
sive Patients. H. J. Dupuy, J. J. Signorelli and E. Hull.—p. 415. 

Role of Potassium in Diabetic Acidosis. M. J. Weisler.—p. 417. 

Diabetes in Childhood. E. L. Rippy.—p. 421. 

Current Treatment of Hyperthyroidism. A. S. Mann.—p. 426. 

Hypersplenism. D. W. Hayes.—p. 429. 

Diagnosis and Treatment of Hypopituitarism. A. Segaloff.—p. 433. 

Surgical Aspects of Pancreatitis. H. Mahorner.—p. 435. 

Recent Trends in Medical Treatment of Arthritis. T. E. Weiss.—p. 440. 


Hexamethonium and Hydralazine (Apresoline) Hydrochloride. 
—Thirty hypertensive outpatients were chosen to demonstrate 
the effects of hexamethonium chloride (Esomid) and hydrala- 
zine (Apresoline) on essential hypertension and their adapta- 
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bility to a regular regimen for the ambulatory hypertensive 
patient. Of this group, 21 patients had significant response: 
to the initial dose of 250 mg. of hexamethonium every 1) 
hours. Twenty-four patients complained of side-effects of the 
drug, and five patients refused to continue the program be. 
cause of them. The effects included postural dizziness, pjyy. 
ring of vision, weakness, headache, and constipation: they 
usually disappeared after the first few weeks of treatment 
Two patients had one or more syncopal attacks six weeks 
after the beginning of treatment. Of the 25 patients who 
allowed their doses of hexamethonium to be increased and 
combined with hydralazine, 2 had significant maintained Te 
sponses and | was not followed up for a sufficient period to 
be included in the report on maintained response. It is cer. 
tain that both hexamethonium and hydralazine are Powerfy! 
hypotensive agents, hexamethonium being the stronger. Their 
ability to produce a significant initial fall in blood Pressure 
is more reliable than their long-term effect, and the likeli. 
hood of the occurrence of the latter is unpredictable for any 
given patient. The authors believe that a regimen for the 
properly informed ambulatory hypertensive patient can eventy. 
ally be worked out, but the problems arising from the admin. 
istration of hypotensive agents to hypertensive patients mus 
be further studied. These include fluctuation in blood pressure 
and severe consequences of hypotension or rapid fall in blood 
pressure, as well as the failure of the drugs themselves in the 
maintenance of effective relative hypotension. 


Maryland State Medical Journal, Baltimore 
2:573-622 (Nov.) 1953 


Management of Convalescence and Later Life After Coronary Throm- 
bosis. W. S. Love.—p. 589. 

Treatment of Pulmonary Abscess. R. A. Cowley.—p. 593. 

Pharmaceutical Aspects of Prescription Writing. N. E. Foss.—p. 595, 

Current Views on Poliomyelitis. D. Bodian.—p. 598. 

Dione Drugs in Petit Mal Seizures. R,. W. Baldwin.—p. 601, 


Minnesota Medicine, St. Paul 
36:1106-1200 (Nov.) 1953 


Hand and Finger Fractures. W. H. Burnam.—p. 1129. 

Wrist Injuries. E. H. Juers.—p. 1132. 

*Occult Dislocation of Ankle. D. K. Millett and M. O. Henry.—p. 1135 

Timing of Fracture Treatment. F. S. Babb.—p. 1138. 

Accidents—Chief Killer of Children. A. B. Rosenfeld, W. Allen and 
E. W. Storey.—p. 1141. 

Rupture of Interventricular Septum Secondary to Myocardial Infarction 
J. F. Briggs.—p. 1149. 

Cleido-Cranial Dysostosis. E. C. Paulson and N. Sterrie.—p. 1152 

Hereditary Hemorrhagic Telangiectasis, T. Konig and J. F. Briggs 
—p. 1154. 

Laboratory Diagnosis of Tuberculosis. G. M. Needham.—p. 1157. 


Occult Dislocation of Ankle.—Although most ankle sprains 
are relatively minor injuries, occult dislocations of the ankle 
occur more frequently than supposed and are serious injuries. 
After a forcible inversion of the ankle, the lateral ligaments 
are often partially or completely torn, allowing the talus to 
dislocate from the ankle mortise without fracture of any of 
the bones making up the ankle joint. In all except rare cases 
following severe trauma, such a dislocation is reduced spon- 
taneously by the pull of the peroneal muscles. The usual 
roentgenographic examination shows no fracture or deformity 
of the ankle joint, and the diagnosis, by exclusion, is “sprained 
ankle.” The symptoms are similar to those of a sprain, but 
usually severer. Swelling and ecchymosis usually occur at the 
site of, and distal to, the point of injury. Pain is a usual 
occurrence and is aggravated by motion of the affected part. 
especially motion in the direction of injury. The examiner 
may frequently be able to palpate a sulcus below the lateral 
malleolus and feel the talus tip out of the mortise as he in- 
verts the ankle in the direction of injury. Oftenest there is 
point tenderness over the involved ligament. Frequently 4 
large subcutaneous hematoma develops rapidly. If occult dis- 
location of the ankle is suspected, diagnosis can be confirmed 
by an anteroposterior roentgenogram taken while the ankle 
is forcibly inverted in the direction of the injury; this technique 
is difficult. Immobilization in plaster should be used in recent 
dislocations: chronically unstable ankles subject to recurrent 
“sprains” may require surgical repair. 
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Acta Endocrinologica, Copenhagen 
14:1-92 (No. 1) 1953. Partial Index 

Fractionation of Adrenal Cortex Extracts, Particularly of the Water 
Soluble Extracts. K. D. Voigt, W. Schroeder, 1. Beckman and H 
yon der Werth—p. 1. 

Effect of Hexamethonium Chloride on Eosinopenic Response During 
Stress in Rats. B. Louwerens and P. G. Smelik.—p. 27. 

simplified Method for Determination of Neutral 17-Ketosteroids in 
Small Volumes of Urine. E. Birket-Smith—p. 33. 

Modifications of Carbohydrate Metabolism in Liver of Diabetic Ani- 
mals and of Animals Treated with Cortisone. A. E. Renold and A, B. 


Hastings.—p. 47. 
*Acute Adrenal Insufficiency During Pregnancy. J. Plotz.—p. 61. 


Acute Adrenal Insufficiency During Pregnancy.—Plotz says 
that acute adrenal insufficiency develops not only in meningo- 
coccic sepsis but also in other infectious diseases. A survey 
of the recent literature convinced him that acute adrenal in- 
sufficiency is more frequent in pregnant and puerperal women 
than is generally realized. He reviews 56 fatalities in pregnant 
and puerperal women resulting from hemorrhage, infarction, 
necrosis, Or thrombosis of the adrenals. Nine of these cases 
were observed at the Women’s Clinic of the University of Ham- 
berg and accounted for 3.6% of the obstetric fatalities. Ana- 
tomic studies disclosed extensive destruction of the adrenals, 
the parenchymal structure being practically obliterated. The 
majority of the patients died during the puerperium. The onset 
of the syndrome is sudden and characterized by severe col- 
lapse, cyanosis, vomiting, and abdominal or lumbar pain, 
Other disorders or complications in the form of toxemia, 
postpartum hemorrhage, puerperal septicemia, pyelonephritis, 
hyperemesis, pneumonia, or crush syndrome, were present in 
51 of the patients. The prognosis of acute adrenal insufficiency 
js generally regarded unfavorable. The author suggests the 
following therapeutic measures: intravenous injection of 20 
cc. of adrenal cortex extract, intramuscular injection of desoxy- 
corticosterone acetate and 50 mg. of cortisone acetate, also 
drip infusion of dextrose and isotonic sodium chloride solu- 
tions, antibiotics to combat infection, and measures to counter- 
act shock. 


Arztliche Wochenschrift, Berlin 
8:1041-1064 (Oct. 30) 1953. Partial Index 
Treatment of Uremia and Anuria, Respectively. J. Moeller.—p. 1041. 
‘Damage Done to the Pancreas by Carbon Tetrachloride. K. Speckmann. 
—p. 1051. 


Experimental and Clinical Studies on Applications of Heat (Para- 
fango di Battaglia Used as an Example). K.-H. Jahnke.—p.1053. 


Damage Done to Pancreas by Carbon Tetrachloride.—Involve- 
ment of pancreas in carbon tetrachloride poisoning is reported 
in a 34-year-old male nurse and in a 32-year-old female nurse 
who did not use protective masks when they sprayed a contact 
insecticide with a hand nebulizer over several rooms of a 
home for the aged. The insecticide contained carbon tetra- 
chloride as carrier substance besides small amounts of y-hexa- 
chlorocyclohexane and pyrethrum. Initial listlessness similar to 
alcoholic intoxication occurred in both patients. It was fol- 
lowed by disturbances of the liver and the circulation char- 
acteristic of carbon tetrachloride poisoning, while there was 
no decrease in function that might have suggested organic 
damage to the central nervous system. Tenderness of the en- 
larged liver, combined with bilirubinuria and a positive alde- 
hyde test were observed in the man nine days after the poison- 
ing. Toxic damage to the liver was confirmed seven weeks 
later by the behavior of the serum bilirubin and cholesterol 
and the still increased size of the organ. At the same time 
involvement of the pancreas was revealed by tenderness on 
pressure in the left epigastric region, left side Head’s zone, 
burning pain after injection of 3 cc. of ether into the duo- 
denum, definite ferment derangement and rise in blood sugar 
after the first and second dose of dextrose. On follow-up 
examination 10 months after the poisoning the disturbance 
of the pancreas had not yet completely subsided. Signs of 
damage sustained by parenchyma of the liver in the woman 
Were similar to those in the man, while indications of involve- 
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ment of the pancreas, although less pronounced than in the 
man, justified consideration of toxic damage to the pancreas. 
An atypical pancreatitis was observed by Moon on necropsy 
done in five cases of fatal carbon tetrachloride poisoning, 
Veghelyi and co-workers produced degenerative lesions of the 
pancreas in rats by carbon tetrachloride. 


British Journal of Cancer, London 
7:283-406 (Sept.) 1953. Partial Index 

Studies of Cancer Death Rates at Different Ages in England and Wales 
in 1921 to 1950: Uterus, Breast and Lung. P. Stocks.—p. 283. 

*Mortality from Lung Cancer Among Non-Smokers. R. Doll.—p. 303. 

Clinical Assessment of Tetra-Sodium 2-Methyl-1:4-Naphthohydroquinone 
Diphosphate as Radiosensitiser in Radiotherapy of Malignant Tumours. 
J. S. Mitchell—p. 313. 

Possible Mode of Transmission of Mouse Mammary Tumour Agent by 
Male Parent. A. Peacock.—p. 352. 

Carcinogenesis in Thyroidectomized Rat. F. Bielschowsky and W. H. 
Hall.—p. 358. 

Effect of Age of Host on Quantitative Transplantation of Sarcoma 37. 
H. B. Hewitt.—p. 384. 

Isotope Uptake of Individual Cells: Uptake of S* Sulphate by Human 
Bone-Marrow Cells in Vitro. L, G. Lajtha, F. Ellis and R. Oliver. 
—p. 401. 


Mortality from Lung Cancer Among Nonsmokers.—A non- 
smoker is defined as a person who has never consistently 
smoked for as long as one year at the rate of as much as one 
Cigarette or 1 gm. of tobacco a day. Estimates of the mor- 
tality rates from lung cancer among nonsmokers were ob- 
tained from the Registrar-General’s figures for the number of 
deaths attributed to lung cancer and from the data obtained 
in a clinical inquiry into the proportion of nonsmokers among 
patients with bronchial carcinoma and among patients with 
other diseases (excluding cancer of the oral cavity, respiratory 
tract, or intrathoracic organs). The assumptions required to 
enable the estimates to be made are bold, and the number 
of cases of bronchial carcinoma among nonsmokers is small. 
The rates obtained are, therefore, highly speculative, but it is 
thought that they are likely to be reasonably reliable since 
they are consistent with other experience. It is concluded (1) 
that one in five of the lung cancer deaths that occurred in 
persons aged 25 to 74 years, in 1950, may be attributable to 
causes other than smoking; (2) that the incidence of lung can- 
cer in nonsmokers may be the same in men and in women 
and in residents in areas of different density of population; 
and (3) that occupational hazards and the previous occurrence 
of certain respiratory diseases are unlikely to be of frequent 
etiological importance. 


British Journal of Experimental Pathology, London 
34:471-582 (Oct.) 1953. Partial Index 


Chemical Basis of Virulence of Bacillus Anthracis, H. Smith, J. Kep- 
pie and J. L. Stanley.—p. 477. 

Serum Antibodies in Mumps, B. G. Ray and R. H. A. Swain.—p. 501. 

Effects of Ethyl Ether on Some Biological Properties of Influenza 
Virus. W. Smith, H. Cohen, G. Belyavin and J. C. N. Westwood. 
—p. 512. 

Serological Procedure Theoretically Capable of Detecting Incomplete 
or Non-Precipitating Antibodies to Soluble Protein Antigens. R. R. A. 
Coombs, A. N. Howard and L. S. Mynors.—p. 525. 

*Effects of Cortisone and Adrenocorticotrophic Hormone on Dispersion 
of Bruises in Skin. R. R. H. Lovell, G. B. D. Scott, B. Hudson and 
J. A. Osborne.—p. 535. 

Fractionation of Lipids Which Inhibit Haemagglutination. E. C. Clark, 
G. H. Lathe and C. R. J. Ruthven.—p. 542. 

Effect of Staphylococcal Filtrates on Isolated Rabbit Small Intestine, 
with Special Reference to Enterotoxic Strains of Staph. Pyogenes. 
K. Anderson.—p. 548. 

Study of Treponema Immobilizing Antibody in Syphilis. C. W. Chacko. 
—p. 556. 

Haemolysin of Clostridium Histolyticum. J. G. Howard.—p. 564. 

Tubercle Bacilli Resistant to Isoniazid: Virulence and Response to 
Treatment with Isoniazid in Guinea-Pigs and Mice. M. Barnett, 
S. R. M. Bushby and D. A. Mitchison.—p. 568. 


Effects of Cortisone and Corticotropin on Skin Bruises.— 
Lovell and his associates point out that Cushing in 1932 de- 
scribed hemorrhages in the skin as a feature of the syndrome 
that bears his name. Apparently spontaneous bruises also occur 
in some patients receiving cortisone and corticotropin. When 
Lovell and associates first saw these lesions in two patients, 
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one receiving cortisone and the other corticotropin, they 
thought the discoloration persisted for an unusually long time. 
Bruises produced by venipuncture also disappeared very slowly. 
The observations led them to study the effects of cortisone 
and corticotropin on the dispersion of bruises induced experi- 
mentally in the skin. Studies in man confirmed their original 
observation; the hormones delayed dispersion of experimental 
bruises, and delay also occurred in Cushing’s syndrome. In 
guinea pigs bruise dispersion was likewise delayed by corti- 
sone. The results of histological studies make it unlikely that 
the effect can be attributed to impairment of macrophage 
activity. The effect may be due to impaired lymphatic removal 
of erythrocytes or to altered resistance to their dispersion 
through the ground substance of connective tissue. 


British Journal of Plastic Surgery, Edinburgh 
6:149-240 (Oct.) 1953. Partial Index: 


*Reactions of Healing Wounds and Granulat'on Tissue in Man to Auto- 
Thiersch, Autodermal, and Homodermal Grafts, with Analysis of 
Implications of Phenomena Encountered for Understanding of Be- 
havior of Grafted Tissue and Genesis of Scars, Keloids, Skin Car- 
cinomata, and Cutaneous Lesions. T. Gillman, J. Penn, D. Bronks 
and M. Roux.—p. 153. 

Pathology of Dupuytren’s Contracture. R. F. Warren.—p. 224. 

Surgical Treatment of Suppurative Hidradenitis. D. W. Williams. 
—p. 231. 


Reactions of Tissues to Thiersch and Other Grafts.—This ex- 
tensive report is concerned with the spontaneous healing in 
man of Thiersch donor sites, of long-standing exuberant granu- 
lations following burns and of the response in wounds and the 
alterations in the healing process in such injuries induced by 
the application to them of auto-Thiersch grafts and/or auto- 
dermal and/or homodermal grafis. This analysis is based on 
the clinical study of 3 patients with burns, of 30 patients who 
had had various types of grafting operations performed, and 
of experiments conducted on 6 volunteers. The histological 
material examined comprised a total of 36 biopsies of healing 
Thiersch graft donor sites and of granulation tissue treated 
with Thiersch and other types of grafts, 48 biopsies taken from 
the volunteers at different time intervals after the operation 
of Thiersch graft removal, and the application of various 
types of grafts to the donor sites and 15 biopsies of scars and 
keloids of various ages. Most of the material studied histo- 
logically was serially sectioned. Comparing the histological 
appearances of Thiersch donor sites at various times up to 
eight years after removal of such grafts with the original histo- 
logical appearance of the skin of the graft donor site revealed 
that even after eight years the skin in the graft donor site is 
not reconstructed to acquire its original morphology. The 
histogenesis of the healing process in the Thiersch donor site 
is described. Long-standing exuberant granulations, which de- 
velop in burn sites, undergo radical morphological changes 
after the application of auto-Thiersch grafis, autodermis, or 
epithelium. The epithelium of Thiersch graft “stamps” applied 
to such granulations becomes markedly acanthotic, invades 
the underlying fresh granulations, forms epithelial pearls, and 
also grows across the neighboring granulations. The epithelial 
connective tissue relations in healing wounds indicate that the 
healing of a wound is dependent on the maintenance of a very 
delicate balance of relations between the connective tissues 
and the epithelium. The significance of the described changes 
for an understanding of the etiology and pathogenesis of nor- 
mal scars, hypertrophic scars, keloids, epithelial neoplasms, 
and other dermatological conditions is discussed. It is sug- 
gested that the supervention of scars in sites of injuries is de- 
termined in large measure by the depth of the lesion that 
affects the nature of both the connective tissue and the epi- 
thelial responses to injury. This effect of deep lesions is not 
dependent so much on the extent of epithelial or dermal de- 
struction as on the alteration in connective tissue-epithelial 
relations in wound healing induced by a deep wound. Some 
of the local and systemic hormonal factors affecting the nature 
of the healing process are discussed. The possible role of 
damage to dermal tissue, as opposed to epithelial irritation, in 
relation to the etiology and pathogenesis of irradiation in- 
juries, lupus, and carcinomas of the skin are also discussed. 
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British Medical Journal, London 
2:1059-1114 (Nov. 14) 1953 


*Valvotomy in Treatment of Mitral Stenosis. T. H. Sellors, D. RB. Bed 
ford and W. Somerville.—p. 1059. 7 

Chloramphenicol Treatment of Bronchiectasis in Children. A, w 
Franklin and L. P. Garrod.—p. 1067. , 

In-Vitro Sensitivity of H. Influenzae to Five Different Antibiotics 
K. Zinnemann.—p. 1069. ; 

Prognosis and Role of Surgery in Spontaneous Intracranial Haempy. 
rhage. J. M. Small, J. M. Holmes and R. C. Connolly.—p, 197) 

Review of Mental Illness in Older Age Group. E. E. Robertson and 
N. L. M. Browne.—p. 1076. 

Effects of Testosterone Implants in Men with Defective Spermato. 
genesis. G. I. M. Swyer.—p. 1080. 

Abdominal Topography in Relation to Senile Osteoporosis of the 
Sp'ne. R. V. Dent, M. D. Milne, N. J. Roussak and G. Steine, 
—p. 1082. , 

Actinomycosis in Scotland. I. A. Porter.—p. 1084. 

*Specific Bacteriolysin in Subacute Bacterial Endocarditis Caused py 
Haemolytic Staphylococcus Albus. M. M. O’Hare and J. S. Steven. 
son.—p. 1086. 


Valvulotomy for Mitral Stenosis.—Mitral valvulotomy was 
performed on 31 men and 119 women between the ages of 
19 and 57 years with mitral stenosis. Four of the 150 patients 
operated on died within four days as a direct result of the 
operation, an immediate operative mortality of 2.7%. Four 
patients died of various causes one month or longer after the 
operation. Of the 150 patients, 111 were followed up for five 
months to two and a half years. Good results with relief from 
symptoms, such as paroxysmal dyspnea, orthopnea, and he. 
moptysis, and a considerably increased capacity for effort were 
obtained in 81 (74%) and only fair or poor results in 22 
(20%). The remaining 39 patients have been operated on 
within the last three months; all have made satisfactory pro- 
gress, but it is too early to evaluate the results. Sixty-two 
(41%) of the 150 patients had auricular fibrillation; the func. 
tional results obtained in these patients were as good as in 
those with sinus rhythm, but 3 of the % operative deaths oc- 
curred in fibrillating patients. The basic indication for mitral 
valvulotomy is disability from mitral stenosis of an anatomic 
form that is amenable to surgical correction. This type of 
stenosis in which the two segments of the mitral valve are 
united and stretched like a diaphragm across the auriculo- 
ventricular opening and, apart from the thickened orifice, the 
mitral diaphragm is relatively pliant (pliant diaphragmatic 
valve), gives rise to characteristic clinical signs by which it 
may be recognized as follows: a snapping apex beat, a snap- 
ping first sound (closing snap), and a loud opening snap of 
clicking quality following closely the second sound. Addi- 
tional evidence of severe mitral stenosis is provided by intense 
diastolic and presystolic murmurs, a sustained pulse, and a 
small hypoplastic aorta in the radiogram. The most important 
consequence of pulmonary hypertension is right ventricular en- 
largement and the size of the right ventricle, as determined by 
clinical, radiological, and electrocardiographic findings, pro- 
vides a more valuable index to the degree of pathological 
change resulting from mitral stenosis than does the level of 
the pulmonary arterial pressure at a given moment. Cardiac 
catheterization is no longer required as a routine measure in 
the selection of patients suitable for mitral valvulotomy. Selec- 
tion may now be made on a basis of the symptoms and of 
the data provided by routine cardiological examination. The 
authors’ patients selected for operation on grounds of an 
operative valve were classified according to the size of the 
right ventricle and the presence of congestive failure. Patients 
with large hearts and congestive failure that did not respond 
to treatment benefited least from valvulotomy, When free split- 
ting of the commissures was achieved, 84% of the patients 
obtained good symptomatic relief; when valvulotomy was 
judged at operation to be less satisfactory, only 46% of good 
results were obtained. Nevertheless, partial splitting of the 
valve does not preclude satisfactory clinical improvement. 
Good results were obtained alike in those with greatly ele- 
vated pulmonary arterial pressures and in those with a slight 
or moderate elevation. 


Specific Bacteriolysin in Subacute Bacterial Endocarditis.— 
A case of subacute bacterial endocarditis in a 33-year-old 
woman with persistent anemia (7 gm. hemoglobin per 100 cc.) 
is described in which there was serologic evidence that the 
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causal organism was a hemolytic coagulase-negative strain of 
Micrococcus (Staphylococcus) albus. In vitro tests showed that 
the organism was sensitive to penicillin; 1,000,000 units of 
penicillin was given daily for five weeks. The patient’s condi- 
tion improved dramatically with this therapy. For some months 
she continued to be well, but then was readmitted to hos- 
pital with severe decompensation. Gross cardiac failure de- 
veloped and death occurred. Permission for necropsy was 
refused. The striking feature of the strains of M. albus iso- 
lated from the patient’s blood cultures was the degree of 
hemolysis produced on blood agar. The patient’s serum was 
studied for antibody content. Results showed that the serum 
did not contain any agglutinins but that a bacteriolysin was 
present, which was evidently specific for the Micrococcus iso- 
jated from the blood cultures. The anemia of the patient was 
undoubtedly due to the hemolytic activity of the Micrococcus. 
The development of specific bacteriolysin does not appear to 
have been reported in other similar cases and may be a purely 
jsolated finding. Absence of postmortem data makes it difficult 
to assess the effect of the septicemia on the course of the 
patient’s illness, but the degree of cardiac damage was so great 
that it is feasible to assume that early death was inevitable, 
irrespective of the blood infection. 


Giornale Italiano di Chirurgia, Naples 
9:455-526 (July) 1953. Partial Index 


Modifications of the Difference Between Arterial and Venous Oxygen in 
Patients with Arteritis Obliterans Subjected to Various Stimu!ations and 
Therapies. C. Tattoni, C. Malchiodi and S. Serrano.—p. 455. 

Closure of Bronchus After Pulmonary Exeresis with New Method of 
Covering the Bronchial Stump with Pleuropulmonary Grafts from 
Removed Part: Technical and Experimental Contribution. C. Mauro and 
N. Boscaino.—p. 468. 

*Choledochoplasty with Polyethylene Tube. R. Palomba.—p. 495. 


Polyethylene Tubes in Choledochoplasty.—Polyethylene tubes 
proved satisfactory in plastic surgery of the biliary tracts. Their 
use was especially valuable when surgery was performed for 
stenosis of the common bile duct and Oddi’s sphincter. In such 
cases plastic surgery over the polyethylene tube inserted through 
the papilla is preferable to the use of temporary external drain- 
age tubes. Removal of rubber tubes may be difficult and may 
cause complications such as fistula and secondary cicatricial 
stenosis. The author cites two cases in which he used this 
technique and obtained good results. An inflammatory sclerosis 
of the sphincter of Oddi was present in the first patient, a 
69-year-old woman, in whom surgery had previously been 
performed for biliary lithiasis. A sphincterotomy and plastic 
surgery of the opening of the common bile duct were per- 
formed. To insure good internal drainage of the bile and to 
facilitate normal healing of the opening of the common bile 
duct, a polyethylene tube was inserted into it. There were no 
side-effects attributable to the presence of the polyethylene 
tube, and a follow-up five months later indicated perfect restora- 
tion of the bile flow. In the second patient, a 59-year-old man, 
the duodenal opening of the common bile duct was obstructed 
by an adenocarcinoma of the papilla of Vater. The tumor was 
removed, the common bile duct was sutured circularly to the 
duodenal mucosa, and a polyethylene tube, opening into the 
duodenum, was inserted. Since a local recurrence of the tumer 
was feared, a cholecystogastrostomy was performed. The pres- 
ence of the tube was well tolerated, and an optimum flow of 
bile into the digestive tract was obtained. It was difficult, how- 
ever, to evaluate how much the good results in this patient were 
to be ascribed to the transpapillar drainage through the poly- 
ethylene tube and how much to the cholecystogastrostomy. 


9:527-590 (Aug.) 1953. Partial Index 


Use of a Cholinergic Preparation in Radiological Exploration of Lower 
Part of Esophagus. C. Mauro and D. Catalano.—p. 527. 

Evaluation of Adrenal Function in Surgical Patients with Thorn’s Test. 
S. Riccio and A. Giardiello.—p. 533. 

*Experimental Contribution to Study of Action of Ganglioplegics Used 
for Controlled Hypotension. E. Genazzani and A. Russo.—p. 547. 


Action of Ganglioplegics in Controlled Hypotension.—The 
authors performed a series of experiments on rabbits to estab- 
lish (1) the acute toxicity of bitartrate of hexamethonium, (2) 
its true efficacy in determining hypotension and abolishing 
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vasomotor reflexes, and (3) the influence of various anesthetics 
on the pharmacological activity and the toxicity of this salt. 
The drug administered intravenously in divided and successive 
doses killed the animals that had not been anesthetized with 
doses of 53.52 mg. per kilogram of body weight. The animals 
that received the salt by intravenous perfusion at a constant 
velocity died with an average dose of 44 mg. per kilogram 
of body weight. All the anesthetics used (urethane, chloro- 
form, ether, and Farmotal) increased the toxicity of the salt. 
Animals anesthetized with Farmotal died with a dose of 6.24 
mg. per kilogram of body weight. The drug had a depressing 
action on the respiration, and this action was more pronounced 
in those animals in which anesthesia was obtained with drugs 
that inhibited the respiratory center. Caution should be used 
in administering these drugs to patients whose respiratory 
function is impaired. As for the efficacy of the salt to deter- 
mine a lasting and controllable hypotension, in no case was it 
possible to obtain a constant, marked, and lasting hypotension 
even when the doses were gradually increased. Moreover, espe- 
cially in the animals that had not been anesthetized and in 
those that received urethane, the arterial pressure always had 
a tendency to return to elevated values. The specific ganglio- 
plegic action was studied with reference to the carotid sinus 
reflexes and the reflexes of posture. The drug never had a 
paralyzing action on them, and, although the smaller doses 
inhibited them, elevated doses brought them back to normal 
and sometimes increased them. The authors doubt the value 
of these actions and they suggest caution in using them in the 
anesthesia field. 


Journal of Irish Medical Association, Dublin 
33:122-154 (Nov.) 1953 


*Tuberculous Meningitis. J. Murphy.—p. 122. 

Duodenal Fistula. T. O’Neill.—p. 135. 

Differential Diagnosis of Haemoptysis and Its Management. C. S&S. 
Breathnach.—p. 139. 

Shortcomings of Obstetric Service of National Health Scheme in 
Great Britain. J. G. O’Sullivan.—p. 147. 


Tuberculous Meningitis.—Tuberculous meningitis is essentially 
a disease of children, usually associated with or derived from 
the primary tuberculous infection that generally occurs in 
childhood or young adult life. Of the author’s 12 patients with 
tuberculous meningitis, 4 were less than 3 years of age, 1 was 
between 3 and 5 years, 2 were between 5 and 9 years, and 5 
over 9 years. All 12 patients had positive reactions to tuber- 
culin tests. Four of the 12 patients had miliary tuberculosis, 
which is also an early complication of the primary infection 
and usually occurs before meningitis. The prognosis is much 
worse in the presence of miliary spread. Early clinical mani- 
festations of tuberculous meningitis frequently consist of vague 
abdominal pain and vomiting that are suggestive of an ab- 
dominal rather than a neurological lesion. When tuberculous 
meningitis progresses, signs and symptoms of meningeal irrita- 
tion and increased intracranial pressure develop; severe head- 
ache and generalized convulsions are common. Repeated 
lumbar puncture is essential to detect latent tuberculous men- 
ingitis. The author used lumbar puncture routinely without 
ill-effect at two week intervals during the first three months 
and monthly during the subsequent three months. Tubercle 
bacilli were found on direct examination of the cerebrospinal 
fluid in 8 of the 12 patients, and by culture in 1. Eight of 
the 12 patients died, and in 3 tubercle bacilli were not re- 
covered. Treatment with streptomycin should not be withheld 
on the failure to find the organisms, if other aspects of the 
case support the diagnosis. Streptomycin and p-aminosalicylic 
acid are accepted as the standard form of treatment. There 
can be no hard and fast scheme of dosage or rhythm of injec- 
tions. The present trend tends toward a longer total period ' 
of treatment with more frequent rest periods, i. e., intra- 
muscular administration for six months with rest period com- 
mencing at the end of the second month, and intrathecal 
treatment for four and a half months with rest period com- 
mencing at the end of the second month. Systemic treatment 
should not be stopped until the sugar level of the cerebro- 
spinal fluid has reached 50 mg. per 100 cc. Hyaluronidase 
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mixed with streptomycin was given intrathecally to three pa- 
tients with spinal block, but it is difficult to assess its value 
in this small number of patients. A 20% solution of p-amino- 
salicylic acid sodium in doses of 7.5 cc. was administered 
intrathecally on alternate days to a 14-year-old boy with pro- 
longed pyrexia in addition to p-aminosalicylic acid orally and 
dihydrostreptomycin intramuscularly and intrathecally. The 
patient’s temperature was restored to normal within a few 
days and remained normal. Isoniazid was used in one patient 
with definite benefit and no apparent side-effects. Four (33.3%) 
of the author's patients recovered. The average recovery rate 
in this series and in four additional series of patients collected 
from the literature was 50%. Improved results will not neces- 
sarily depend on the discovery of new drugs. Earlier diagnosis, 
to limit the formation of basal exudate and to prevent irrepar- 
able brain damage, must again be stressed. The wider use of 
BCG vaccination should help to lower the incidence of the 
disease in the younger age groups. Tuberculous meningitis is a 
combined problem and involves the cooperation of the gen- 
eral practitioner, hospital medical staff, and public health 
authorities. 


Klinische Wochenschrift, Berlin 


31:873-920 (Oct. 1) 1953. Partial Index 


Role of Kidney in Carbohydrate Metabolism. A. Kleinschmidt.—p. 873. 

Demonstration of Mycobacterium Tuberculosis by Means of Phase- 
Contrast Microscope. G. Poetschke. M. Lewandowski and S. Mauch, 
—p. 879. 

Modification of Basophil Stippling of Erythrocytes by Vitamin Bu 
H. Kleinsorge and K. ROsner.—p. 880. 

*Influence of Folic Acid on Absorption of Iron. H. Begemann, W. Keider- 
ling and F. Walter.—p. 881. 

Pulmonary Circulation in Mitral Stenosis. H. J. Hauch.—p. 883. 

Combined Cortisone and Penicillin Therapy in Experimental Strepto- 
coccic Infections. A. Liitzenkirchen.—p. 895. 


Influence of Folic Acid in Absorption of Iron.—Begemann 
and associates describe studies on healthy subjects and on 
persons with various disturbances that were designed to ascer- 
tain whether and under what conditions folic acid promotes 
the enteral absorption of iron. Iron was administered in the 
form of 200 mg. of ferrous sulfate. It was found that the in- 
creased absorption of iron that prevails in conditions of iron 
deficiency is further improved by the administration of folic 
acid. The absorption of iron was improved also in patients 
with gastric anacidity or subacidity, that is, in conditions in 
which the absorption of iron is greatly impaired. The toler- 
ance for orally administered iron is greatly improved by the 
simultaneous administration of folic acid. The mode of action 
by which folic acid improves the resorption of iron, however, 
is not yet fully explained, but since it is known to promote 
the absorption of other substances, it is assumed that folic 
acid acts by modifying cellular permeability. The authors were 
interested chiefly in ascertaining the influence of folic acid on 
iron resorption and thus to clarify the indications for its thera- 
peutic administration. 


Lancet, London 
2:1001-1052 (Nov. 14) 1953 


Treatment of Asphyxia Neonatorum. J. M. Lord, B. W. Powell and 
H. Roberts.—p. 1001. 

*Therapeutic Trial of Synthetic Heparin Analogue Dextral Sulphate. 
C. R. Ricketts, K. W. Walton, B. D. van Leuven and others.—p.1004. 

*Hypothermia: Experimental Study of Surface Cooling. H. C. Churchill- 
Davidson, I. K. R. McMillan, D. G. Melrose and R. B. Lynn. 
—p. 1011. 

Necrotising Enteritis Following Gastric Surgery. M. R. Williams and 
J. M. Pullan.—p. 1013. 

Growth of Clostridium Welchii in Stomach After Partial Gastrectomy. 
J. W. Howie, I. B. R. Duncan and L. M. Mackie.—p. 1018. 

Ischaemic Necrosis of Stomach, Following Subtotal Gastrectomy. A. G. 
Rutter.—p. 1021. 

Humidification in Positive-Pressure Respiration for Bulbospinal Paral- 
ysis. J. Marshall and J. M. K. Spalding.—p. 1022. 


Dextran Sulfate: Synthetic Heparin Analogue.—The naturally 
occurring anticoagulant, heparin, is the sulfuric ester of a 
complex polysaccharide. Some investigators showed that the 
sulfuric esters of other polysaccharides have a similar but 
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weaker anticoagulant activity. Sulfuric esters were Prepared 
from dextrans of various molecular weights by Grénwal! and 
associates who reported that the toxicity of their compounds 
declined as the molecular weight decreased; but they did not 
produce a satisfactory therapeutic compound. Further Studies 
on dextran sulfate revealed that molecules of optimum size 
and sulfur content, though less potent, weight for weight, than 
commercial heparin, behaved in a qualitatively similar bio. 
logical fashion and showed comparably low toxicity. The re- 
sults obtained with dextran sulfate in the first three cases were 
considered sufficiently encouraging to warrant further trial, 
Material was supplied to three centers with considerable ex- 
perience of anticoagulant therapy with heparin, for independent 
assessment. The response in the 24 persons to whom dextrag 
sulfate was administered during the various clinical trials jngj. 
cates that dextran sulfate serves as an effective anticoagulant 
in clinical practice. The clotting time response to intravenoys 
injection resembled that to equipotent doses of heparin in that 
intermittent dosage produced a “picket-fence” curve, and cop. 
tinuous infusion gave a smooth curve adjustable to any given 
level by appropriate adjustment of the rate of administration, 
The most noticeable difference was that of duration of effect. 
Heparin administered intravenously in a dose of 5,000 I. U. 
prolonged the clotting time for two or three hours; the equiva 
lent dosage of dextran sulfate produced an effect for five to 
seven hours. The material used in the clinical trials was assayed 
in terms of heparin units. This was an interim measure for the 
convenience of clinicians accustomed to heparin dosage and 
to facilitate the comparison of equipotent doses of the two 
anticoagulants. In view of the observed difference in duration 
of effect a sample of dextran sulfate has been submitted to 
the World Health Organization Committee on International 
Biological Standards with a proposal that a provisional stand- 
ard be established for detxran sulfate itself. No serious side- 
effects have been observed. 


Hypothermia: Experimental Surface Cooling.—The difficulty 
of maintaining an adequate flow of oxygenated blood to the 
vital organs during complex surgical operations is one barrier 
to further advances in cardiac and cerebral surgery. Hypo- 
thermia, by reducing the body temperature and consequently 
the metabolism, is one means of attaining this end that has 
been used on a limited scale for many years. Surface cooling 
appeared to be the simplest and safest method. An investiga- 
tion was undertaken to reassess the possible dangers before its 
application to surgery in man. Thirty unselected mongrel dogs 
weighing 8 to 15 kg. were used. After the dogs had been 
anesthetized and the trachea intubated, control readings of 
body temperature, pulse rate, blood pressure, electrocardio- 
gram, and oxygen consumption were taken. The dog was next 
immersed in a bath of water at about 18 to 20 C (64 to 68 F). 
Crushed ice was added after a few minutes so that the tem- 
perature of the water rapidly fell to 2 to 6 C (36 to 42 F). 
Twenty dogs (series 1) were cooled in this manner until their 
rectal temperature had fallen to 24 C (75.2 F), when they 
were stabilized at 22 to 24 C (72 to 75.2 F) for at least 30 
minutes before being rewarmed. Ten dogs (series 2) were 
cooled in an identical manner to 28 to 26 C (82 to 78 F) for 
a similar period and then rewarmed by raising the tempera- 
ture of the water in the bath to 42 C (107 F). On the basis 
of these investigations the authors arrive at the following ten- 
tative conclusions: 1. Surface cooling is the simplest method 
of inducing hypothermia. 2. Until some method is found to 
prevent ventricular fibrillation, the body temperature should 
not be reduced below 26 C, and in all cases in which hypo- 
thermia is used continuous electrocardiograms should be dis- 
played. 3. Hypothermia may offer an advance in surgery {or 
operations requiring temporary occlusion of the great vessels, 
but the increased “irritability” of the cardiac muscle at tem- 
peratures of 25 C (77 F) and below is the chief risk of opera- 
tions on the heart under these conditions. The age of the 
animal is of particular importance, for the younger the animal 
the greater the margin of safety. 
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Lille Chirurgical 
8:147-202 (July-Oct.) 1953. Partial Index 


eQur Experience with Surgery of Aneurysms of the Internal Carotid and 
Its Branches Since Using Ganglion Blocking Agents. Laine, Delandt- 
sheer and Delandtsheer.—p. 147. 

Can Tuberculosis of the Kidney Be Cured by Medical Means? Macquet, 
Wemeau, G. Lemaitre and Defrance.—p. 161. 











Surgical Treatment of Aneurysms of Internal Carotid and Its 
Branches.—The treatment of intracranial aneurysms is still 
hazardous in spite of the efforts at improvement made by 
neurosurgeons. Pedicled aneurysms can often be removed fairly 
easily after ligation or clipping of the pedicle, but aneurysms 
of the internal carotid or the basilar trunk and their branches 
are almost always sessile, and attempts to exclude them by the 
use of clips are certain to fail. Various neurosurgeons, including 
the authors, have tried to halt the progressive distention of the 
aneurysmal sac and to prevent its rupture by sheathing it with 
a layer of muscle. This procedure apparently improves the out- 
look for most patients, but it does not provide absolute assur- 
ance against rupture and it is always difficult and dangerous to 
carry out. Palliative treatment in the form of carotid ligation 
is, therefore, relied on by most neurosurgeons, although it too 
may be accompanied or followed by serious or even fatal 
accidents. Circulatory decompensation resulting in hemiplegia 
might also develop as a late result of carotid ligation. The con- 
tinued efforts of the authors to treat intracranial aneurysms by 
direct approach have been greatly helped by the use of ganglion 
blocking agents. The dangers of cerebral ischemia can be 
avoided by not attempting to secure a completely bloodless 
operation. The results obtained in a new series of 14 patients 
operated on under conditions of controlled hypotension have 
been highly encouraging. There were only two deaths, and 
these occurred in comparatively old, arteriosclerotic patients. 
Neurological complications followed the operation in two 
cases, but regressed to the point where they no longer inter- 
fered with normal living. Preoperative neurological complica- 
tions, however, such as hemiplegia, aphasia, and hemianopsia, 
did not always respond satisfactorily, and in one case they 
were sO severe that the patient remained bedridden. Every 
effort should be made to discover intracranial aneurysms in 
time to prevent the recurrence of hemorrhage. Arteriograms 
should be made within four or five days after the first accident. 
All the arterial territories can easily be éxplored by percu- 
taneous arteriography, and, if, as rarely happens, there is no 
neurological sign to point to the seat of the aneurysm, they 
should be investigated one by one until it is found. Only in 
this way can the patient be operated on while still in good 
condition and with an improved operative prognosis. 









































Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
97:2641-2700 (Oct. 10) 1953. Partial Index 


Familial Form of Xanthomatosis Tuberosa. J. W. Bruins.—p. 2651. 
*Aids in the Diagnosis of Pheochromocytoma. J. de Graeff, A. A. H. 
Kassenaar and A. Querido.—p. 2658. 


Diagnosis of Pheochromocytoma.—The case history presented 
by de Graeff and associates emphasizes how important it is 
to think of the possibility of pheochromocytoma whenever 
hypertension is discovered. The patient was a woman, aged 
23. The first attack of severe headache appeared three years 
previously, and such attacks recurred at constantly shorter 
intervals. There was hypertension and tachycardia, severe 
pathological changes in the retina, and normal renal function. 
At first malignant hypertension was suspected, and treatment 
with a methonium preparation was instituted, but the blood 
pressure increased rather than decreased. The intravenous in- 
jection of 12.5 mg. of piperoxan was followed by a decisive fall 
in blood pressure, which in turn was followed by the hyper- 
tensive “overshoot.” Bimanual palpation revealed a mass on 
the right kidney. Palpation of it caused extremely unpleasant 
sensations, the patient’s skin became clammy and ash-colored, 
she complained of a bursting headache, and her blood pres- 
sure rose to 280/180 mm. Hg, whereas before the bimanual 
examination it was 170/120. The result of the intravenous 
injection of 1 mg. of regitine was comparable to that of 12.5 
mg. of piperoxan. The “overshoot” after the initial decrease 
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in blood pressure caused some anxious moments. A brownish- 
red, highly vascular tumor the size of a tennis ball was re- 
moved from the right adrenal, and immediately afterward 
the blood pressure fell to 110/70. The tumor weighed 120 gm. 
and contained 650 mg. of arterenol (nor-epinephrine). The 
authors stress the value of the aforementioned drugs and of 
an increase of pressor amines in the urine as important aids 
in the diagnosis of pheochromocytoma. In the case described 
the pressor amines showed a twentyfold increase. 


Policlinico (Pract. Sect.), Rome 
60:1265-1296 (Sept. 14) 1953 


*Research Studies on Resistance of Pathogenous Staphylococci to Some 
Antibiotics with Particular Reference to Penicillin. L. Ortona. 
—p. 1265. 

Fractures of Base of First Metacarpus. A. Motta.—p. 1274. 


Staphylococci and Their Resistance to Antibiotics.—Resistance 
of micrococci (staphylococci) to antibiotics, especially penicil- 
lin, was studied in 100 patients with pyogenous infections. The 
role played by antibiotic therapy in the causation of this 
resistance and the results obtained in the treatment of patients 
with these infections were also studied. Pus, urine, bucco- 
pharyngeal mucus, and sputum taken from patients with ab- 
scesses, boils, osteomyelitis, urinary infection, and broncho- 
pneumonia were planted on an agar-blood culture plate and were 
placed in a thermostat at 37 C for 24 hours. A _bacterio- 
logical examination of these cultures revealed the presence of 
Micrococcus (Staphylococcus) aureus in 56 of them and Micro- 
coccus albus in 21; there were Bacterium coli in five, Bacillus 
pyocyaneus in two, and Streptococcus pyogenes in four; 
and there were no bacteria in 12. Of the 77 Micrococcus 
strains, 72 were coagulase positive. Maximal resistance to 
penicillin was found in 15 strains and relative resistance in 
7; 18 of these strains were of the aureus type and 4 of the 
albus type. There was resistance in 11 of 18 strains obtained 
from patients in whom penicillin therapy had been carried. out 
before the micrococci were isolated, and in 11 of 54 strains 
obtained from patients in whom no therapy was carried out 
previous to isolation of the bacteria. The clinical course of the 
infection was followed in 16 of 22 patients in whom penicillin 
resistance had developed. The drug was not effective in 11 
patients in whom the micrococci were resistant to concentra- 
tions greater than 10 Oxford units per cubic centimeter. It 
was effective in five patients with relative resistance when ad- 
ministered in large doses and for long time. As for other anti- 
biotics, maximal resistance to streptomycin was found in two 
strains and relative resistance in five. Relative resistance to 
chlortetracycline (Aureomycin) and oxytetracycline (Terramy- 
cin) was found in three strains respectively. All the strains 
were sensitive to chloramphenicol (Chloromycetin), and the 
35 that were tested for bacitracin were all sensitive to it. It 
is suggested that chloramphenicol be used to treat patients 
with penicillin-resistant micrococcic infections. The combination 
of antibiotics with a synergistic action may give even better 
results. The sensitivity of the bacteria to the antibiotics should 
always be tested before their administration. 


Presse Médicale, Paris 


61:1417-1438 (Nov. 4) 1953. Partial Index 

*Attempt at Transplantation of Kidney in Man: Medical and Biological 
Aspects. L. Michon, J. Hamburger, N. Oeconomos and others. 
—p. 1419. 

Chemical Agents and Dysmenorrhea: Attempt at Therapy by Endo- 
uterine Application. M. Perrault, F. Kirsch and P. Cornu.—p. 1424, 

Mixture of Three Insulins (Ordinary, Protamine Zinc, and Neutral 
Protamine Hagedorn) in Single Daily Injection for Treatment of 
Insulin-Unstable and Insulin-Resistant Diabetes. P. Boulet, J. Mirouze 


and C. F. de Laclos.—p. 1428. 
Fatigue: Symptom of Adrenal Dysfunction. M. R. Rivoire, J. Rivoire 


and M. J. Poujol.—p. 1431. 


Transplantation of Kidney.—In a 16-year-old carpenter, a 
right nephrectomy was performed for injuries following a three 
story fall from a scaffolding. His postoperative condition ap- 
peared to be good, but there was total anuria. Six days after 
the accident, a diagnosis of aplasia of the left kidney was made 
and confirmed roentgenologically. The next day, the norma! 
right kidney of the boy’s mother was removed and embedded 
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in his external right iliac region. The graft was anastomosed 
to the stump of the ureter left after nephrectomy, and con- 
tinuity was restored by means of a ureteral catheter that had 
been inserted before the intervention and that was now pushed 
up to the kidney pelvis. For 21 days after this operation, the 
transplanted kidney functioned excellently; then, abruptly, an- 
other period of total anuria began. This led to death in a 
convulsive state of azotemia 11 days later (exactly 40 days 
after excision of the original single kidney). The 21 day interval 
of normal functioning of the homograft before the onset of 
the anaphylactic reaction coincides with the time lapses ex- 
perienced in other cases of renal transplantation in man and 
animals reported in the literature. This case differs from all 
previous ones, however, in that the close kinship of donor and 
recipient, and similarity in their blood types, establish un- 
usually favorable conditions for the transplant. Other favor- 
able factors were the lack of previous renal disease and of 
local complications and excretory dysfunction. During the 
time that the transplanted kidney was functioning, the process 
was normal with regard to diuresis, cytology of the urine, rate 
of voiding, urea concentrations of both blood and urine, and 
tubular resorption as evidenced by electrolyte excretion. Only 
three things are worthy of mention as possible warning signs: 
a slight, but regularly progressive, tendency toward elevation 
of the blood pressure, a progressive hypergammaglobulinemia, 
and a slight proteinuria appearing in the last few days before 
the unusually violent onset of the apoplectic phenomena in- 
volving the graft. The kidney became enormously eniarged 
within a matter of seconds, total anuria developed, and irre- 
versible vascular, interstitial, glomerular, and tubular changes 
occurred. The exact mechanism of this attack is not known. 


Revue Neurologique, Paris 
89:165-244 (No. 3) 1953. Partial Index 


*Wilson’s Disease (Genealogical, Clinical, and Metabolic Investigations 
Affecting 60 Members of a Family). G. Heuyer, A. Baudouin, H. 
Azima, and others.—p. 165. 

Case of Hypertrophic Neuritis Accompanied by Hemisperic Degen- 
eration and Malformations. I. Bertrand. S. Thiéffry and E. Bargeton. 
—p. 182. 

Very Late Mvelopathy Following an Odontoid Fracture with At'anto- 
axoid Luxation. L. Barraquer-Bordas, L. Barraquer-Ferré, F, Duran 
and others.—p. 193. 


Wilson’s Disease (Hepatolenticular Degeneration)—The ma- 
terial for this study consisted of a 14-year-old girl with typical, 
fatal hepatolenticular degeneration and her entire family, com- 
prising 63 members in four generations. The patient’s illness, 
which began with choreic symptoms first noted in January, 
1951, after an attack of influenza, progressed steadily until 
her death 23 months later. Treatment with dimercaprol [BAL] 
was tried without success. Investigation of the family showed 
that one of the patient’s brothers had also died of typical 
hepatolenticular degeneration; another brother had died, while 
the family were refugees, of an unidentified fulminating dis- 
ease that may have been an ascitic form of this condition; 
a sister, expatriated to Algeria, had died of a condition diag- 
nosed as hepatic icterus that may have been hepatolenticular 
degeneration; and two infant siblings had died of meningitis 
and bronchopneumonia respectively. Seven living members of 
the family refused to participate in the study, and two had 
been lost sight of. Twenty-five others who were apparently in 
good health and fully cooperative were studied in respect to 
amino acid and copper metabolism. Determinations were made 
of the total copper, globulin copper, and total iron levels in 
the blood and of the copper and amino acids in the urine. 
The figures for total copper were above normal in two sub- 
jects and subnormal in three, but the variations were not 
pronounced enough to indicate a significant disturbance. Sub- 
normal globulin copper levels were detected in six subjects. 
No significant disturbances were found in the amino acid or 
iron metabolism. Very few abnormalities were disclosed by the 
tests, but it must be remembered that none of the subjects 
studied had hepatolenticular degeneration. The clinical and 
biological symptoms characteristic of hepatolenticular degen- 
eration all appeared concomitantly in the author’s patient, sup- 
porting the belief that they must all be present if a diagnosis 
of typical hepatolenticular degeneration is to be maintained, 
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It may be that the disturbances in question each represen; a 
distinct hereditary dysgenesis and that typical hepatolenticulg, 
degeneration occurs when these factors, appearing in combina. 
tion in a single person, become operative under t! 
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Rivista di Clinica Pediatrica, Florence 
§2:1-76 (July) 1953 


A Particular Case of Systemic Reticulohistiocytary Granuloma: Acuts 
Aleukemic Hyperplastic Adenic-Splenic-Hepatomegalic Reticuloendo. 
theliosis Involving Thymus, Peyer’s Patches. Solitary Follicles, Lung 
and Basilar Leptomen'nges. A. Gentili and M_ Lopez.—p. | : 

*Injection of Gamma Globulin and Procaine into Aorta and Veins tn 
Treatment of Acute Anterior Poliomyelitis. F. Ragazzini, M Giusti, 
A. Pazzaglia and others.—p. 44. 

Salmonelloses in Picture of Infantile Diarrheas. W. Tangheroni—p, 47, 


Gamma Globulin and Procaine in Poliomyelitis —Since May 
1951, the authors have been treating patients with poliomy. 
elitis by injecting gamma globulin into the aorta and procaing 
into the veins. Their aim is to establish with the gamma globy. 
lin an intense passive immunization in the initial acute phase 
of the disease and with the procaine a protective action on the 
neurovascular apparatus during the same phase of the diseasg 
and a peripheral eutrophic action on the neurovascular appa. 
ratus during the phase of recovery and convalescence. They 
classify their patients as having severe cases when both legs are 
involved, very severe cases when there is bulbar localization 
and all four extremities are involved, moderate cases when 
more than one group of muscles is affected in one leg, and 
mild cases when only one group of muscles is affected. They 
inject from 4 to 14 cc. of gamma globulin into the aorta 
(sometimes with plasma) after an injection of from 5 to {0 
cc. of procaine also into the aorta. This is repeated three or 
four times on the following days. Concurrent intravenous ad- 
ministration of procaine is carried out three to four times daily 
and is supplemented with antibiotics, vitamins B,, C, and £, 
This therapy is continued for three or four 15 to 20 day 
courses. When injections into the aorta are too dangerous for 
patients in whom all the extremities are involved, the intra 
venous route alone is used; in mild cases the gamma globulin 
is injected intramuscularly. In few instances in which the 
authors injected sma!l quantities of gamma globulin intra- 
thecally, it was tolerated well, but the cellular reaction of 
the fluid was marked. Physical therapy with massage, galvano- 
therapy, occupational therapy, and sometimes application of 
appropriate orthopedic apparatus are used in some patients 
after the painful neuritic phase of the disease has passed. The 
authors treated 95 patients with poliomyelitis. The disease was 
very severe in 31 patients, severe in 24, moderate in 20, and 
mild in 20. A total of 51 injections into the aorta were given 
to 27; among these were 16 in whom all the extremities were 
involved. There were no side-effects. The results were consid- 
ered optimal when there was 90 to 100% restoration of the 
muscle function, good with 70 to 90%, moderate with 50 to 
70%, and poor with up to 25% restoration of the muscle func- 
tion. The early results were optimal in 13 patients, 2 of whom 
had the very severe and two the severe form of the disease; 
good in 21 of whom 3 had the very severe and 10 the severe 
form; moderate in 30; and poor in 13. The condition remained 
unchanged in two patients in whom all the extremities were 
involved. Although a definitive statement is still premature, 
the results seem encouraging. 


Semaine des Hépitaux de Paris 


29:3415-3480 (Nov. 2) 1953 


*Idiopathic Acute Thrombopenic Purpura. J, Bernard, M. Aussannaire, 
A. Nenna and M. Dugas.—p. 3415. 

Acute Thrombopenic Purpura with Bleeding Intrabuccal Bullae and 
Hematuria. J. Bernard and A. Nena.—p. 3422. 

Contribution to Study of Adrenal Cortex in Malignant Hemopathy. J. 
Bernard, G. Deltour, E. Velez and R. Leconte des Florris.—p. 3426. 

New Treatments for Leukosis. J. Bernard and G. Deltour—p. 3430. 

Initial Stage of Blood Coagulation. J. L. Beaumont, J. Caen and J. 
Bernard.—p. 3437. 


Idiopathic Acute Thrombopenic Purpura—The authors have 
seen 24 cases of acute thrombopenic purpura, among which 23 
spontaneous remissions occurred. There was one death caused 
by cerebral hemorrhage. Duration of thrombopenia ranged 
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from five days to five months, but the average duration was 
about 30 days. The disease is not uncommon and occurs par- 
ticularly in children and with equal frequency in both sexes. 
It is characterized by certain hemorrhages, purpura, frequently 
epistaxis, sometimes bleeding intrabuccal bullae, and hema- 
turia, accompanied by a typical thrombopenia. The evolution 
of the disease is rapid, as is its disappearance which is usually 
definitive. The etiology and physiopathology of the syndrome 
are unknown. Attempts to isolate allergic factors or antiplatelet 
substances were unsuccessful in this series of cases. Differen- 
tial diagnosis between chronic thrombopenic purpura of the 
hematogenous type and acute thrombopenic purpura is often 
dificult, but important, in view of the different therapies indi- 
cated. Blood transfusion is the principal treatment in acute 
purpura. Splenectomy, which is usually necessary in chronic 
purpura, is rarely indicated for the acute variety. When throm- 
bopenic purpura has appeared only recently, intervention 
should, if possible, be delayed until after at least six months, 
and sometimes as long as a year, on the theory that the dis- 
ease may be acute. 


South African Medical Journal, Cape Town 


27:921-944 (Oct. 17) 1953. Partial Index 


Morris Splint for Mandibular Fractures. D. S. Davies, L. Barclay and 
T. C. Wilson.—p. 926. 

*Pigmentation of Lips and Buccal Mucosa Associated with Intestinal 
Polyposis. J. Trengove Jones.—p. 930. 

Successful Non-Surgical Treatment of Acute Osteomyelitis of Ulna: 
Case Report. J. B. Herman.—p.. 933. 

Case of Retained Urethral Catheter with Fistula of Urethra. B. W. F. 


Bishop.—p. 936. 


Pigmentation of Lips and Buccal Mucosa Associated with 
Intestinal Polyposis.—Trengove Jones presents the histories of 
four patients in whom perioral and buccal pigmentation con- 
curred with intestinal polyposis. The pigmentation conformed 
with Siemen’s description of ‘“ephelides inversae.” The pigment 
occurred on the mucosa of the lips and around the mouth, 
areas that are usually immune even in freckled subjects. The 
pigmentation was punctate in distribution and varied from 
black to brown. The marks could not be obliterated by lip- 
stick. The skin lesions had been present as long as the patients 
could remember. In only one patient was it possible to estab- 
lish beyond doubt that the lesions had been present at birth. 
The polyps in all these patients were pedunculated and oc- 
curred in the small bowel. They all presented as intussuscep- 
tions. In every case only one polyp was found. The histology 
was consistently that of a benign adenomatous polyp,.and in 
only one case was pigment detected. In only one case was it 
possible to establish any relevant family history. Two of this 
patient’s brothers had the typical pigmentation around the lips 
and mouth but by middle life had shown no symptoms or 
signs that could be attributed to polyposis. There is, however, 
presumptive evidence in a review of all recorded cases that 
the syndrome is familial and is transmitted as a dominant 
Mendelian characteristic. The association of this pigmentation 
with intestinal polyposis was first observed by Peutz in 1921 
and is also known as the syndrome of Peutz. 


Strasbourg Médical 
4:483-551 (Oct.) 1953 


Antituberculous Prophylaxis in Childhood in Departments and Com- 
munities. L. Béthoux.—p. 483. 

Place of BCG Vaccination in Contemporary Fight Against Tuberculosis. 
P. Oudet.—p. 491. 

Organization of Fight Against Infantile Tuberculosis in the Rhine Valley. 
Burghard.—p. 494. 

*What Is to Be Thought of BCG Vaccination as Method of Antituber- 
culous Prophylaxis? G. Burghard.—p. 497. 

Remarks on Diagnosis and Treatment of Pulmonary Tuberculosis. 
E. Vaucher.—p. 503. 

Present Orientation of Surgery for Pulmonary Tuberculosis in United 
States. E. Forster.—p. 511. 

Some Indications and Contraindications in Surgical Treatment of Pul- 
monary Tuberculosis. P. Oudet.—p. 515. 


Appraisal of BCG Vaccine.—The author considers three ques- 
tions: the present importance of vaccination of any kind against 
tuberculosis (in view of the rapidly declining mortality rate), 
the disadvantages of BCG in particular, and the over-all results 
of immunization by BCG vaccine in the past. The point made 
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regarding the first question is that the decreasing mortality is a 
reflection only of modern therapy of tuberculosis and has not 
been accompanied by a corresponding decrease in morbidity. 
Immunization prior to onset of the disease is still of vital im- 
portance, especially considering the long, incapacitating, and 
expensive character of the treatment. BCG has proved effective 
for this immunization during the 30 years of its use. Its side- 
effects can be disturbing, especially in. the newborn, but they 
are not serious or permanent. Care must be exercised so that 
vaccination is not done on those persons strongly exposed to 
the disease. The enormous amount of statistical material that 
exists, however, is overwhelmingly in favor of the efficacy of 
BCG vaccine; and the author sees no reason to discredit the 
old saying, “Prevention is better than cure.” 


Zentralbl. Arbeitsmed. u. Arbeitsschutz, Darmstadt 
3:129-160 (Sept.) 1953. Partial Index 


*Dangers in Exposure to §-Dimethylaminoethylchloride or §-Diethy!- 
aminoethylchloride. G. Klavis.—p. 133. 

Influence of Vitamin B Complex on General Condition of Swing-Shift 
Workers. H. J. Urban.—p. 134. 

Seed Disinfectants and Their Dangers. E. Tornom.—p. 137. 

The Industrial Physician in France. L. Gramer.—p. 143. 

*Fatal Poisoning from Use of Hydrochloric Acid in Confined Space 


E. Thiele.—p. 146. 
Determination of Porphyrin in Urine of Workers Exposed to Lead 


H. Groetschel.—p. 146. 


Dangers in Exposure to §-Dimethylaminoethylchloride or 8-Di- 
ethylaminoethylchloride.—Klavis points out that §-dimethyl- 
aminoethylchloride as well as §-diethylaminoethylchloride are 
used in the synthesis of antihistaminics and various muscular 
relaxants. Although tissue changes had been known to be pro- 
duced by direct contact with diethylaminoethylchloride, there 
was no record of detrimental effects having been produced by 
dimethylaminoethylchloride. When, however, 10 laboratory 
workers showed signs of irritation on the conjunctivas and 
the nasal mucous membranes, as well as visual disturbances, 
further investigations seemed necessary. An accident helped to 
clarify the causal connection. Protective goggles had been 
unknowingly allowed to come in contact with dimethylamino- 
ethylchloride, and especially severe irritation and visual dis- 
turbances developed in the laboratory worker who wore these 
goggles, It was surprising that the catarrhal symptoms char- 
acteristic of diethylaminoethylchloride were less prominent 
when there was exposure to dimethylaminoethylchloride. The 
occasional catarrhs were slight and did not noticeably impair 
physical performance; however, there were complaints about 
photophobia, lacrimation, and, more rarely, about slight re- 
spiratory disturbances. Reduction in the accommodative ca- 
pacity with pupillary involvement deserves special mention; its 
severity, like that of the clinical course, is dependent on the 
concentration and length of exposure to the harmful agent. 
Ophthalmologic examination of these laboratory workers dis- 
closed in all excessive hyperopia that made all close work, 
particularly reading, very difficult. In one laboratory worker 
who had been exposed for a short time to a high concentra- 
tion of dimethylaminoethylchloride, complete ophthalmoplegia 
interna (with maximal dilatation of pupils and complete 
paralysis of accommodation) and rotatory nystagmus de- 
veloped. Work had to be interrupted for two weeks, and during 
this time normal accommodative capacity was restored. 


Fatal Poisoning from Use of Hydrochloric Acid in a Confined 
Space.—A suction pipe (diameter 4 in. [10.16 cm.]; length 100 
m.) between the well and the cooling system of a brewery 
was to be cleaned with a solution (30%) of hydrochloric acid. 
The pipe had been filled with 350 liters of the fluid, and after 
it had been in the pipe for about 30 minutes it was withdrawn 
in buckets at the well end of the pipe by a man who stood 
on a ladder about 3 m. below the top of the well. The man 
ascended the ladder behind the bucket, which was drawn up . 
by a cable drum. He collapsed and fell in while sitting at the 
edge of the well trying to get fresh air. His co-workers brought 
him up immediately, and he regained consciousness. After a 
physician arrived about 2 hours later, he was at once taken to 
the hospital where he died shortly afterward. Necropsy re- 
vealed that death was due to massive pulmonary edema. There 
were indications that the acid solution had emitted vapors. 





Modern Trends in Urology. Edited by E. W. Riches, M.C., M.S., F.R.C.S., 
President, British Association of Urological Surgeons, London. With fore- 
word by Lord Webb-Johnson, K.C.V.O., C.B.E., D.S.O. Cloth. $12.50. 
Pp. 476, with 215 illustrations. Paul B. Hoeber, Inc. (medical book depart- 
ment of Harper & Brothers), 49 E. 33rd Street, New York 16, 1953. 


This volume consists of 38 chapters written by distinguished 
specialists, each of whom is well qualified to discuss the sub- 
ject to which he has been assigned. The book is not a stero- 
typed text but deals with most urologic entities emphasizing 
recent trends and advances in therapy. Appropriate medical 
and surgical treatment in urology depends on careful evalua- 
tion of the associated bacteriological and pathological condi- 
tions. Regular visits to the pathologist as a helpful aid in 
solving some of the difficult problems are suggested. The in- 
discriminate use of antibiotics without bacteriological identifi- 
cation of causative organisms is condemned, as this incurs 
the risk of producing resistant strains of bacteria. The reader 
is reminded that older and simpler remedies such as methena- 
mine mandelate (Mandelamine) and the sulfonamides are still 
effective. 

An especially valuable section is the complete, concise 
presentation of the problem of the obstructive prostate, both 
benign and malignant. All surgical procedures are clearly pre- 
sented and neatly illustrated. The indications, shortcomings, 
and complications of each technique are clearly pointed out. 
The diagnosis and treatment of bladder and renal tumors con- 
forms to the modern thinking with regard to these lesions and 
should be most helpful to graduate and undergraduate students. 
In the treatment of renal tumors, nephrectomy and radiation 
are favored. Chapter 4 deals with translumbar aortography, 
but the dangers of this procedure are barely mentioned. Case 
reports include pyelograms, aortograms, and photographs of 
pathological specimens that are well reproduced and correlated. 
The volume contains little information on scrotal lesions. The 
inclusion of a short treatise on testicular tumors and their 
management would help to round out the discussion of im- 
portant urologic diseases. On the other hand, chapter 31 
concerns the reconstruction of the male urethra in strictures 
with the Dennis-Browne technique, which is a major under- 
taking and perhaps rarely indicated. 

The need to regard urology as a specialty is stressed. Special 
delicate and expensive equipment is particularly essential in 
carrying out the endoscopic procedures. “Experience and skill 
in general surgery are of fundamental importance to the 
would-be urologist and before exclusive specialization in 
urology is allowed a trainee should have reached the grade 
of a senior registrar in general surgery, and have had out- 
patient urological experience.” The problem of undergraduate 
urologic hospital teaching is well treated, and factors modify- 
ing specialization, such as the necessity of surgeon-urologists 
in smaller hospitals, are included in the discussion. The fact 
that at present there is no endowed chair of urology in any 
university in Great Britain is lamented, but hopes are high 
for its realization in the near future. The volume is printed 
on good paper, and the type is pleasing. Urologists and gen- 
eral surgeons will find this book a help in the study and review 
of urologic diseases. The volume reflects the comprehensive 
knowledge and broad experience of the authors. 


Méningite tuberculeuse & tuberculose miliaire de l’enfant: Leur traite- 
ment. Par Robert Debré, professeur 4 la Faculté de médecine de Paris, 
et H. E. Brissaud. Avec la collaboration de J. Raynaud, et al. Paper. 
5000 francs. Pp. 632, with 237 illustrations. Masson & Cie, 120 Boulevard 
Saint-Germain, Paris, 6e, 1953. 


This monograph contains an analysis and synthesis of the 
authors’ experiences based on 644 patients entering their service 
between January, 1947, and October, 1952. In August, 1952, 
286 (52%) were alive. The major consideration was to study 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
so stated. 
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tuberculous meningitis in the infant and its treatment from 
the point of view of clinical forms, biological examination, 
and anatomic lesions. Much of the information is not new. 
but the changes due to treatment are new in transforming 
the course of the disease. The symptoms are rapidly modified 
by ‘treatment; intracranial hypertension signs disperse, cop. 
sciousness returns, temperature drops, and the course becomes 
favorable unless the causative organisms are resistant. The 
subacute form thus may become chronic. Diverse complica- 
tions were noted. The subject is covered in detail with the 
aid of many illustrations. The etiology and the initial period 
of tuberculous meningitis, the principle forms of evolution, 
complications, clinical forms, cerebrospinal fluid, bacteriology, 
the use of electroencephalography, ophthalmic lesions, evoly- 
tion of lesions, prognosis, differential diagnosis, treatment, and 
miliary tuberculous meningitis are discussed. The author con- 
cludes that (1) tuberculous meningitis results from a massive 
general familial exposure, frequently to streptomycin-resistant 
bacilli in which case it progresses rapidly; (2) bovine trans- 
mission is exceptional; (3) there is 1 case of meningitis to 
300 primary infections; (4) the risk of meningeal complica- 
tion is great in the presence of miliary involvement of the 
choroid; (5) exogenous reinfection plays no role in producing 
meningitis; (6) heredity likewise plays no role; (7) Kernig’s sign 
and nuchal rigidity are frequently absent; (8) complications are 
numerous; (9) alterations in cerebrospinal fluid are frequently 
the only diagnostic signs; (10) the organization of special 
laboratories is essential to diagnosis; (11) circulatory disturb- 
ances and changes in the optic disk are important; (12) the 
mortality is 70% for infants of 1 year decreasing to 34% at 
6 years; (13) the mortality increases from 35% to 89% if 
the tubercle bacilli are resistant; (14) antituberculosis drugs 
have greatly improved the prognosis for patients with miliary 
tuberculosis; and (15) miliary tuberculosis complicated by 
meningitis is severest. This accumulation of data on tuber- 
culous meningitis, well presented in French, should be valuable 
to all conversant with French and interested in the treatment 
of tuberculosis in infants. 


Facial Deformities and Plastic Surgery: A Psychosocial Study. By 
Frances Cooke MacGregor, M.A., et al. Publication number 174, 
American Lecture Series, monograph published jointly in Bannerstone 
Division of American Lectures in Psychology and American Lectures in 
Psychiatry. Psychology series edited by Molly Harrower, Ph.D. Psychiatry 
series edited by Roy R. Grinker, M.D., Director, Institute for Psycho- 
somatic and Psychiatric Research and Training, Michael Reese Hospital, 
Chicago. Cloth. $5.75. Pp. 230, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad Street, Oxford, England; Ryerson Press, 299 
Queen Street, W., Toronto 2B, 1953. 


This book is the product of a research project made possible 
by a grant from the National Institute of Mental Health, U. S. 
Public Health Service. It discusses in detail typical case his- 
tories and the psychosocial, psychological, and psychiatric 
aspects of these and other representative problems. The ele- 
mentary details included will bore a thoroughly experienced 
plastic surgeon but will be attractive to social and educational 
workers primarily concerned with personal and family prob- 
lems. The case histories remind one of involved reports of “do- 
gooders” whose primary enthusiasm exceeds their insight into 
the unimportance of irrelevant details. The treatise will, how- 
ever, increase the readers’ perspective into problems of de- 
formity and disfigurement. Younger surgeons uncertain whether 
to enter the field of reconstructive surgery will be helped in 
their deliberations by this study; those who have recently 
entered the specialty will acquire insight that time and ex- 
perience will confirm. 

All who work in this field must be perpetually aware of the 
mental components of visible structural impairment. Only then 
can the reaction of patients to disfigurement and its surgical 
implications be appraised and prognosis wisely guarded. All of 
these problems, though involved, are real; some patients actu- 
ally have mental troubles that far exceed the physical. Intimate 
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analysis requires more time than the surgeons can give and 
therefore belongs to workers whose primary interests are in 
the departments of sociology and psychology. The book is 
easy to read and is not designed to convey any technical or 
scientific treatment of the field of plastic and reconstructive 
surgery. Covering an essential ancillary field, however, it will 
serve a useful purpose in furthering the education of our fellow 


workers. 


Physiological Cardiology. By Arthur Ruskin, M.D., F.A.C.P., Associate 
Professor of Internal Medicine, University of Texas—Medical Branch, 
Galveston, Texas. Publication number 184, American Lecture Series, 
monograph in Bannerstone Division of American Lectures in Physiology. 
Edited by Robert F. Pitts, M.D., Ph.D., Professor of Physiology and 
Biophysics, Cornell University Medical College, New York. Cloth. $8. 
Pp. 370, with 9 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, 1953. 

This volume tries to encompass the wide field of cardiac 
physiology and its clinical implications in a mere 318 pages. 
This results necessarily in a rather staccato style of presenta- 
tion and the author cannot even attempt to go into detail or 
state the controversial viewpoints regarding many of the sub- 
jects mentioned. The brevity and condensed form of this book 
may, however, be of value to the student or the candidate for 
a specialty board examination. The typography of the book is 
excellent, and the bibliography gives the most important sources 
of general information in the field. The few illustrations are 
well selected. 


Preparation for Medical Education in the Liberal Arts College: The 
Report of the Subcommittee on Preprofessional Education of the Survey 
of Medical Education. By Aura E. Severinghaus, Ph.D., Harry J. Carman, 
Ph.D., and William E. Cadbury, Jr., Ph.D. Cloth. $4.50. Pp. 400. 
McGraw-Hill Book Company, Inc., 330 W. 42nd St., New York 36; 
95 Farringdon St., London, E.C.4, 1953. 


More than a hundred liberal arts colleges were compre- 
hensively studied over a two year period by the Subcommittee 
on Preprofessional Education in their efforts to determine the 
educational opportunities that these institutions offered to pre- 
medical students. Their report is well written and contains a 
wealth of carefully considered and important information con- 
cerning the preparation of college students for later profes- 
sional training in medicine. Following a description of the 
organization, objectives, strategy, and technique of the survey, 
the report begins with an analysis of the premedical student. 
This is followed by an excellent presentation of the advisory 
system as currently found in our institutions of higher educa- 
tion and highlights the value of college advisory systems when 
they are worthy of such designation. Certainly one of the func- 
tions of our institutions of higher education should be to help 
young persons find and correctly orient themselves in regard 
to their future life work, and the role of good advisory systems 
in accomplishing this function is well presented. The need for 
effective liaison between the colleges and medical schools is 
clearly stated, and the reasons for the success or failure of 
satisfactory interchange of knowledge between them are indi- 
cated. 

Throughout the volume, the value of a broad cultural back- 
ground for future professional training is stressed and it is 
emphasized that: “It is more important that a student’s life be 
made meaningful in medical school, and afterward, than that 
it should be made easy.” Efforts are made to describe a bal- 
anced education and to state the relative merits of the several 
disciplines as a background preparation for medical education. 
Major courses and the importance of the culminating year 
before admission to medical school are then described, and this 
is followed by an account of several stimulating ventures in 
college education now being conducted in different parts of 
the country. The teacher and his methods and the challenges 
confronting teachers as well as the types of teaching failure 
and their probable causes and remedies constitutes a most valu- 
able chapter of the report. Influences outside the classroom, 
personal and social responsibilities, and trends and outlook are 
dealt with in the closing chapters of the volume with the happy 
note that the “outlook is good because so many are in quest 
of the best.” 

About,150 pages of appendix material are included, much of 
which is highly significant to all educators and which should 
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be read in full. The entire volume represents a worthy analysis 
of the problems confronting educators in preparing students for 
professional study. It is a notable contribution that deserves 
careful reading on the part of all who are engaged in teaching 
and administration in liberal arts colleges as well as in profes- 
sional schools regardless of their area of discipline. It is to be 
hoped that application of the principles set forth in this volume 
will help to make the student’s life more meaningful. 





Sympathikus Chirurgie. Von Prof. Dr. Paul Sunder-Plassmann, Direktor 
der chirurgischen Klinik und Poliklinik der Universitat Miinster (Westf.). 
Cloth. 54 marks. Pp. 162, with 146 illustrations. Georg Thieme, Diemers- 
haldenstrasse 47, (14a) Stuttgart O; [agents for U. S. A., Grune & Stratton, 
Inc., 381 Fourth Ave., New York 16], 1953. 


This is a scholarly approach to the subject of sympathetic 
surgery. Although thoroughly conversant with the existing 
literature, Professor Sunder-Plassmann has gathered the bulk 
of the material for this monograph from his personal experi- 
ences. This makes the book particularly valuable. The author 
calls attention to the fact that it is the general practitioner 
who sees the sympathetic syndrome first and that he has 
forced the specialists in this field to attempt to provide some 
specific forms of therapy and to establish the indications for 
their use. The discussions that emanate from various clinics 
regarding the value of stellate blocks, sympathetic resections, 
ganglionectomies, and similar procedures are not answered in 
a definitive manner. In fact the author states that, in most 
of these cases, such an answer cannot yet be presented. He 
emphasizes, however, that such “violent discussions” are well 
worth while as a stimulus to coordinating and correlating the 
available material. 

In this day, with the trend toward statistical analysis, it is 
refreshing to find an intelligently written text that plays down 
Statistics. The author reports on 510 sympathetic surgical 
procedures, only 7 of which were stellate ganglion resections. 
It is to his credit that in his series only two patients died. 
Rather than listing various indications and contraindications 
he discusses the conscientious indications for the various pro- 
cedures. The lack of statistical data in the book is not due to 
the loss of Professor Sunder-Plassmann’s personal figures in 
a bombing in the last war but due to his belief that statistics, 
numbers, and technique play the least important roles in the 
approach to this subject. His sine qua non for a procedure is 
based on knowledge of anatomy, physiology, and pathology, 
to be sure, but these subjects do not supersede the importance 
of judgment. Although he attaches little importance to surgi- 
cal exhibitionism, he does not belittle surgical dexterity. He 
has brought to the fore the significance of psychosomatic medi- 
cine, which, he believes, should fall into the realm of the aver- 
age general surgeon. The text has been properly embellished 
by good illustrations, fine microphotography, and ample case 
presentations. The close coordination between artist and author 
is readily discernible as one reviews this work. Although no 
specific answers can be drawn from this monograph, it will 
prove stimulating as well as helpful to those interested in the 
subject. A rather thorough reading knowledge of German 
would be required to appreciate fully the text. 


Handbook of Acoustic Noise Control. Volume II: Noise and Man. By 
Walter A. Rosenblith, Kenneth N. Stevens, and staff of Bolt, Beranek, 
and Newman. WADC technical report 52-204. Aero Medical Laboratory 
contract no. AF 33(038)-20572, RDO no. 695-63. Paper. Pp. 262, with 
illustrations. Wright Air Development Center, Air Research and Develop- 
ment Command, United States Air Force, Wright-Patterson Air Force 
Base, Ohio, 1953. 


This handbook was written for the benefit of all those who 
have the responsibility of “doing something about noise.” This 
includes the doctor, the industrial hygienist, the safety engineer, 
the architect, the administrator, the economist, the legislator, 
and many others. The problems cut across all administrative 
boundaries, professional groupings, and academic disciplines. 
The handbook is addressed to just such a general audience, 
centering on the planners and the engineers, and it summarizes 
in effective form and language, with the aid of well-selected 
charts, graphs, and tables, the present state of knowledge of 
the biological and psychological effects of noise on man. There 
have been important additions both to techniques and to knowl- 
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edge in these areas in the last few years, and nowhere else is 
there as good a compilation of this information or as good a 
selected bibliography. The doctor who is interested in industrial 
medicine and even the specialist in otology will profit from the 
chapter entitled “Basic Bio and Psychoacoustic Data,” with its 
excellent subsections on audiometry and speech communica- 
tion. It will be interesting to those who know these subjects 
well from the clinical point of view to read this exposition of 
the psychoacoustic principles of audiometry addressed to read- 
ers with an engineering or administrative background. Here the 
medical man will learn something of the points of view of both 
the engineer and the experimental psychologist. 

The perspective in relation to such problems as human 
response criteria for noise control and the effects of noise on 
human behavior is excellent. Many paragraphs are devoted to 
pointing out clearly and emphatically the complexities of both 
of these problems, the difficulties of obtaining numerical data, 
and the necessity for reaching common understandings on cer- 
tain original definitions and assumptions before any firm rules 
can be laid down. Nevertheless, in spite of all the uncertainties, 
the authors give their best conjectures as to certain tentative 
criteria. For the problem of interference by noise with com- 
munication by speech, assumptions and even rules can be made 
with fair confidence. The criteria for prevention of hearing loss, 
however, must have been drawn up with fear and trembling. 
The limitations of these criteria are many and they are clearly 
stated. The doctor or anyone else interested in problems of 
loud noise would do well to obtain a copy of the report for 
this section alone. This report was prepared by the Air Force 
for use by supporting industry. It is available to all through 
the Office of Technical Services, Department of Commerce, 
Washington 25, D. C., and should find wide distribution. 


Resuscitation of the Newborn. By Joseph D. Russ, M.D., F.A.A.P., 
Assistant Professor of Pediatrics, Tulane University School of Medicine, 
New Orleans. Publication number 193, American Lecture Series, mono- 
graph in American Lectures in Anesthesiology. Edited by John Adriani, 
M.D., Director, Department of Anesthesia, Charity Hospital, New 
Orleans. Cloth. $2.50. Pp. 55, with 7 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto 2B, 1953. 


Because mortality in infants on the first day of life is still 
much higher than at any other period in infancy, it is important 
for all physicians to be aware of the causes for asphyxia and 
proper methods to employ for resuscitation of the newborn 
infant. As used in this book, the term asphyxia refers to failure 
of respiration. The importance of establishing respiration within 
30 seconds after severance of the cord is pointed out because 
of the irreversible damage to the cerebral cortex that may 
occur due to insufficient oxygenation of the blood. The clinical 
factors contributing to asphyxia, methods of resuscitation, and 
after-effects of asphyxia are described. Treatment consists 
chiefly of supplying immediate warmth with a minimum of 
handling; clear, open airways; and oxygenation of the blood. 
The importance of the tracheal catheter is stressed. The appli- 
cation of the principles presented in this book should aid in re- 
ducing the unnecessarily high mortality rates of the first days 
of life. 


Einfiihrung in die Augenheilkunde. Von Prof. Dr. med. J. A. Jaensch, 
Obermedizinalrat und Chefarzt der stadtischen Augenklinik zu Essen. 
Second edition. Cloth. 22 marks. Pp. 244, with 197 illustrations. Georg 
Thieme, Diemershaldenstrasse 47, (14a) Stuttgart O; [agents for U. S. A., 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16], 1953. 


The pattern of this abbreviated textbook of ophthalmology, 
intended for the use of German medical students and gen- 
eral practitioners, follows that of American books by May- 
Perera, Gifford-Adler, Town, Goar, and Hughes. There is a 
logical, systematic, and concise but sufficiently comprehensive 
exposition of the ophthalmologic disorders most frequently 
encountered. Surgery is referred to but briefly. Many of the 
better illustrations are reproduced from Thiel’s atlas. This 
volume should fill an important place in medical education 
in German-speaking countries but, because of language diffi- 
culties and the abundance of similar books in English, there 
will be little demand for it in the United States. 
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Design and Construction of General Hospitals. By U. S. Department of 
Health, Education and Welfare, Public Health Service. Cloth. $12. Pp. 
214, with illustrations. F. W. Dodge Corp., 119 West 40th Street, New 
York 18; in collaboration with Modern Hospital Publishing Co., 919 x 
Michigan Ave., Chicago 11, 1953. 

Although the perfect hospital never has been constructed 
and probably never will be, the use of this volume as a refer. 
ence and guide will prevent many of the errors that show 
up after completion. It is refreshing to note that the authors 
admit that “each hospital is a problem unto itself.” The sec. 
tion on construction and design starts with a consideration oj 
how to select the site and progresses through every departmen: 
and ail facilities and factors that influence construction. The 
traffic flow charts and area allotments for each department jp 
the hospital, included in this section, are valuable aids. Th- 
section entitled “Schematic Plans of General Hospitals” jp. 
cludes units from an 8-bed community clinic with a nursing 
division to a 200-bed hospital for an urban district, this being 
in line with the “Coordinated Hospital System,” a plan gen- 
erally accepted as providing the public with the most economi- 
cal health service. Useful charts on equipment costs and 
floor plans and equipment and supply lists for hospitals con- 
taining from 50 to 200 beds are included. The book is chiefly 
for those whose responsibility it is to build new hospitals, but 
it can well serve as a guide and reference in remodeling and 
enlarging existing facilities. Students of hospital administration 
will find much of value in this reference book. 


Wonders of Modern Medicine. By Steven M. Spencer. Foreword by 
George F. Lull, M.D., Secretary and General Manager, American Medical 
Association. Cloth. $4. Pp. 276. McGraw-Hill Book Company, Inc., 330 
W. 42nd Street, New York 36; 95 Farringdon Street, London, E.C.4, 1953 


The author of this book, formerly a president of the Na- 
tional Association of Science Writers and a student of physi- 
ology and other medical subjects at Harvard University under 
a Niemann Fellowship in journalism, has written a convincing, 
informative, and exciting account of the advances made in 
medicine during the past decade or so. Today the best science 
writers specializing in medical subjects are conscientious re- 
porters who do a great- deal of painstaking research before 
translating medical information into readable form. As a group 
these writers are aware of their responsibility to lay readers, 
and they guard against premature and overoptimistic announce- 
ments that tend to arouse false hopes among both the general 
public and physicians. The book deals with such timely medi- 
cal topics as surgery of the heart, arteriosclerosis, cancer, radio- 
active isotopes, antibiotics, gamma globulin, glaucoma, arthri- 
tis, diabetes, and epilepsy. To learn the successes, disappoint- 
ments, and struggles that have characterized medical science 
in recent years, the general reader would do well to read this 
fascinating book in its entirety. 


Design for Decision. By Irwin D. J. Bross. Cloth. $4.25. Pp. 276, with 
illustrations, The Macmillan Company, 60 Fifth Avenue, New York 11, 
1953. 


This book discusses the theory of probability and statistics 
in an informal manner, with much incidental philosophizing, 
a liberal use of the first and second personal pronouns, and 
the irreducible minimum of numbers and symbols. Unfor- 
tunately, the symbols cannot always be those familiar to the 
student who has had only high school algebra, and the style 
cannot appeal to every reader. However, the content of the 
book is important because it includes some ideas that have 
been undergoing rapid development in recent years, especially 
the idea of sequential analysis. This is the body of principles 
underlying the probability of successive events and specifying 
the conclusions justified by samples drawn in succession from 
the same lot of material. While this is of particular interest 
in industrial quality control, it must also have its applications 
in medicine. For instance, the metropolitan citizen’s daily rides 
to work may be regarded as a sequential sampling of the 
bacterial flora of the subway system. There should be further 
elaboration of the medical aspects of this problem, a clearer 
statement of Bayes’ rule, and some warning when words like 
“order” (page 77) are to be used in a special sense. With 
attention to some of these points a future revision of this 
commendable work may have greater appeal for the medical 
reader. 
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QUERIES AND MINOR NOTES 

















THE COMMON COLD 

To THE Eprror:—I will appreciate information concerning the 
efficacy of corticotropin (ACTH) and cortisone, with or 
without other adrenal hormones, in the abortion of incipi- 
ent common colds. If it can be used with advantage, please 
indicate the dosages and adjuvant medications such as anti- 
histaminics. What are the newest developments in prophy- 
laxis and treatment of the common cold? 

M.D., New York. 


This inquiry was referred to three consultants, whose re- 
spective replies follow.—Ep. 


ANSWER.—Although a number of vaccines have been de- 
veloped for prevention of the common cold, none has received 
veneral acceptance. Infected tonsils or facial sinuses may play 
some part in those who are subject to frequent colds. 
Allergic conditions may also deserve attention. There is no 
established method for prophylaxis. The “orthodox” treatment 
of the common cold is much the same now as in the past. 
Nevertheless a sulfonamide or more likely an antibiotic is 
likely to be prescribed and in some instances may be of value. 
It is a good plan to obtain a culture from the nose and throat 
to determine if organisms other than a virus are present. 


ANSWER.—No drug or combination of drugs acts specifically 
in the prophylaxis or treatment of the common cold. Many 
nostrums and remedies have been advocated for either or both 
of these purposes, such as alkalis, vitamins, laxatives, anti- 
histaminic drugs, and many others; none of them can be shown 
to be effective in controlled studies. The physician can often 
obtain symptomatic relief for his patients by prescribing 
aspirin, codeine, atropine, papaverine, or combinations of these 
drugs. 


ANSWER.—NoO clinical report is available that recommends 
the use of corticotropin (ACTH) or cortisone for the treat- 
ment of the so-called common cold. On the basis of available 
studies with these compounds in the management of most 
other bacterial and viral infections, the use of corticotropin 
or cortisone is contraindicated in the treatment of incipient 
common cold. Their administration may interfere with normal 
immunologic processes of the body and thus may result in 
depression of the usual salutary antibody production. 


TENOSYNOVITIS OF FINGER 

To THE Epitor:—A man, aged 30, suffers from tenosynovitis 
of the right middle finger, with crepitus and slight ganglion 
formation at the metacarpophalangeal joint. He also has 
peptic ulcer. His general physical condition is good. Would 
he be benefited by cortisone by mouth? Would hydrocorti- 
sone (Hydrocortone) by injection into the hand be of any 
help? What is the best treatment for this condition? 

Harry Hallarman, M.D., New York. 


ANSWER.—From the description it appears that this patient 
has a mild chronic tenosynovitis. The hormones by mouth 
or local injection probably would be of no value, and might 
be dangerous in the presence of a known peptic ulcer. The best 
treatment is difficult to assess because it is not known whether 
this is a specific tuberculous infection or a chronic nonspecific 
manifestation. At times complete immobilization of the hand 
in the position of function will improve this condition, but 
eventually in most cases surgical excision of the involved 
tendon sheath is done. 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 





BLOOD UREA AFTER NEPHRECTOMY 

To tHE Eprror:—For two years I have taken care of a 
patient, 60 years of age, who had a nephrectomy 30 years 
ago for tuberculosis. The left kidney is radiologically nor- 
mal, the diet is quite moderate, and the blood urea averages, 
over two years, 55 to 60 mg. per 100 cc. by xanthydrol 
method. The latest value was 65 mg. by the hypobromite 
method. Is it known that the blood level of urea may be 
physiologically higher with one kidney than with both? 

M.D., Paris, France. 


ANSWER.—The inquirer is referred to an article by Ellis 
and Weiss (Am. J. M. Sc. 186:242, 1933) for blood urea 
and urea clearance findings in persons who have had nephrec- 
tomy and to a report by Addis and co-workers (Arch. Int. 
Med. 34:243, 1924) for the same determination in rabbits that 
have had unilateral nephrectomy. It has been established that 
unilateral nephrectomy does not result in an abnormal increase 
in the blood urea, provided the remaining kidney is normal. 
Occasionally one may encounter a rise in the blood urea 
immediately after nephrectomy, if the circumstances of de- 
hydration and excessive protein catabolism are present. An 
abnormally high blood urea level persisting after nephrectomy 
indicates that the remaining renal tissue is damaged and can- 
not maintain homeostasis. Normal blood urea levels are 25 
to 30 mg. per 100 cc. by the xanthydrol reaction by Gold- 
baum. The fact that the patient mentioned has a blood urea 
level of 55 to 60 mg. per 100 cc. implies that his remaining 
kidney is in a deteriorated state despite normal urograms. A 
normal pyelogram does not necessarily rule out renal disease. 
Not infrequently one observes normal pyelograms in patients 
with glomerulotubular nephritis or arteriosclerotic nephropathy. 
To determine the functional status of a kidney, it is necessary 
to employ one or more of the quantitative tests. The methods 
employed most frequently in the clinical practice of medicine 
are the urea clearance, creatinine clearance, and phenol- 
sulfonphthalein excretion tests. After unilateral nephrectomy 
and if the remaining kidney is normal, the urea clearance will 
be eventually about 70 to 80% of normal. 


PRURITUS ANI 


To THE Epitor:—A man, aged 68, had sufjered for five months 
from pruritus ani. Local treatment by a proctologist did 
not bring relief. The history gave one clue: A fat poor diet 
had been continued for years with an excessive intake of 
brewers’ yeast (about 10 teaspoonfuls daily of the powder). 
Supposing the yeast had a deleterious effect on the intes- 
tinal flora, similar to that of chlortetracycline (Aureomycin), 
1 advised discontinuing use of yeast and to substitute once 

‘ weekly injections of vitamin By intramuscularly in doses of 


30 mcg. M.D., New Jersey. 


ANSWER.—It is assumed that in the course of this patient's 
laboratory studies, intestinal infestation, particularly with re- 
gard to Enterobius vermicularis, was excluded. No reports 
were found of studies indicating a deviation from normal of 
the intestinal flora as a result of ingestion of brewer's yeast. 
It is well established that thiamine frequently increases intes- 
tinal motility. Pruritus may result from unattenuated pan- 
creatic enzymes reaching the perianal mucosa. This ‘is a 
common occurrence following any diarrhea of long standing. 
Has the physician investigated the possibility of achlorhydria 


as a cause of increased motility of the intestinal tract? This, 


may result in subsequent pruritus ani. Elixir of Rubraton 
(containing vitamin Bw, folic acid, and ferric ammonium 
citrate), 2 drams (8 cc.) four times daily, should be given the 
patient to relieve his pruritus. There should be a more de- 
tailed dietary history, followed by an attempt at normalizing 
the patient’s dietary intake, supplemented if. necessary, by a 
multivitamin preparation orally. 
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TETANY 

To THE Epiror:—A woman, aged 62, has been suffering with 
tetany for 10 months that is apparently due to nonfunction- 
ing parathyroid glands. Nothing does any good except 
calcium gluconate, 10 to 20 cc. intravenously daily, which 
she has received for 10 months. The veins are about de- 
stroyed and are very hard to enter. Can you suggest any- 
thing she could take by mouth or intramuscularly? 

Merle A. Place, M.D., Hornell, N. Y. 


ANSWER.—The therapy of tetany depends on its etiology. 
If it is due to hypocalcemia in association with hypopara- 
thyroidism, pseudohypoparathyroidism, or renal insufficiency, 
it will respond to the following preparations, all given orally: 
vitamin Ds in doses of 50,000 to 400,000 units a day, or 
dihydrotachysterol in doses of 1 to 3 cc. daily, along with 
10 cc. of aluminum hydroxide with each meal and calcium 
gluconate, 1 to 2 teaspoonsful (4 to 8 cc.) three times daily. 
In addition, in renal insufficiency the acidosis should be 
controlled by the administration of base, such as sodium 
citrate. In hypoparathyroidism the problem of the use of cal- 
ciferol or dihydrotachysterol is not so much prevention of 
tetany as ascertaining the dose required to maintain the serum 
calcium at or just below a normal level, rather than at an 
abnormally high level. This regulation is best managed with 
the aid of the Sulkowitch test for urinary calcium. It is gen- 
erally advisable to utilize a diet high in calcium and low in 
phosphates, at least at the initiation of therapy. Parathyroid 
extracts yield diminishing effects with time, owing to antibody 
formation. 

If the tetany is due to hypocalcemia associated with 
steatorrhea, dihydrotachysterol may not be effective since it is 
prepared in an oily vehicle and thus may not be absorbed. 
In addition, the formation of calcium soaps within the in- 
testinal tract may markedly limit the availability of calcium 
for absorption. These factors may well explain the problem of 
control of tetany in the patient described above. 

Nevertheless, the combination of vitamin D. and calcium 
gluconate or chloride in the manner indicated above is effective 
in the control of hypocalcemic tetany due to steatorrhea. 
There are available preparations of vitamin D. for intramus- 
cular use, but they are very rarely necessary. It is worthy of 
note that “latent steatorrhea” has been described in which 
hypocalcemic tetany due to vitamin D lack may occur without 
gross changes in the stool (Cameron, D. G.; Bensley, E. H., 
and Wood, P.: Ann. Int. Med. 37:553 [Sept.] 1952). The 
possibility that the tetany may not be hypocalcemic but due 
to the hyperventilation syndrome or the ingestion of excessive 
alkali should be ruled out. It should not be necessary to 
administer calcium intravenously for an extended time. 


FIRST AID EQUIPMENT 


To THE Epitor:—/ have been asked to make a list of supplies 
that should be kept in a first aid room for treating injuries 
due to falls on the ice in playing hockey or figure skating. 
I have done very little accident work for many years and 
wonder just what is considered the proper equipment to 
have on hand in order to get the patient to the hospital in 
good condition. M.D., Montana. 


ANSWER.—Assuming that a physician will be available to 
use the equipment, the following list is believed to include the 
most essential items: 1. For combatting shock: blankets, hot 
water bottles, aromatic spirits of ammonia, and meperidine 
(Demerol) or morphine. 2. For immobilizing injured part: 
tongue blades, basswood splints, wire ladder splints, hinged 
Thomas arm and leg splints with foot brace and support 
attachments, roller bandages (both muslin and gauze), safety 
pins, adhesive tape, arm slings, felt padding, and sand bags. 
3. For control of hemerrhage: tourniquets, sterile 4 by 4 in. 
gauze dressings, and pressure bandages. 4. For associated 
wounds: 70% alcohol, tincture of thimerosal, safety razor, 
soap, suture materials, absorbent cotton, bandage scissors, and 
knives. 5. Miscellaneous items: folding litters, wheel chair, 
and crutches. In your particular situation there may be items 
not listed here that you will want to include, but this list 
covers the main essential items. 





J.A.M.A., Feb. 13, 1954 








CHEST PAIN FOLLOWING 
INTRAVENOUS INJECTIONS 


To THE Epiror:—Sometimes intravenous injection of, for 
example, iron, calcium, or vitamin C preparations cause 
angina-like pain for a few moments even in young patients 
with clinically normal hearts and even if the injections are 
given slowly. Is this a symptom of coronary sclerosis? 


Naguib Habib, M.D., Giza, Egypt. 


ANSWER.—Chest pain following an intravenous injection 
may occur as a consequence of generalized vasodilatation 
induced by the drug injected, resulting in a fall in systemic 
blood pressure and a state of transient coronary insufficiency, 
True angina occurs in this manner only in patients with ab- 
normal coronary circulation in whom the ability to adjust 
readily to changes in pressure and flow is impaired. A second 
mechanism, and one that accounts for most reactions to 
intravenous injections, is the occurrence of vasovagal reactions 
due to irritation of medium-sized blood vessels along the 
course of the venipuncture. Such stimulation is followed by 
diaphoresis, cold sensations, dizziness or syncope, and a 
transient sense of vague substernal discomfort or mild op- 
pression. Such chest pain rarely has the character of angina, 
Reactions of this kind may attend either venipuncture or 
arterial puncture and are not indicative of coronary disease. 
Calcium and iron preparations are intense local irritants and, 
it is for this reason, rather than because of contamination of 
such solutions, that vasovagal reactions are seen. In the sensi- 
tive patient, prior sedation as well as slow injection is helpful. 
Saccharated iron is notorious for causing reactions, and it should 
be emphasized that there are very few legitimate indications for 
giving iron intravenously. 


COLOR BLINDNESS IN PROSPECTIVE STUDENTS 


To THE Epitor:—/Is it fair to refuse college students ad- 
mission to schools of engineering, medicine, science, or 
agriculture because they are partially color blind? 


Yung-chen Shih, M.D., Formosa, China. 


This inquiry was referred to two consultants, whose re- 
spective replies follow.—Eb. 


ANSWER.—Partial color blindness does not seriously hinder 
the attainment of scientific achievement and high degrees of 
success in the activities mentioned. To refuse the admission 
to these fields of partially color blind students would be an 
injustice. Students with high degrees of color blindness may 
find themselves handicapped in some particular projects, but 
the fields of activity are wide and offer attractive prospects 
for visually handicapped students who are otherwise well 
qualified. 


ANSWER.—A student should not be denied the opportunity 
to study medicine merely on the basis of partial color blind- 
ness. Although in certain fields of medicine a color-blind 
physician would be somewhat handicapped, the extent to which 
such persons are able to compensate is remarkable. One of 
the better medical schools in the United States a few years 
ago had four major department heads who were partially color 
blind. 


SLIDE FLOCCULATION TESTS 
IN OFFICE PRACTICE 


To THE Epitor:—Please publish a list of slide flocculation 
tests for syphilis and list their relative accuracy for office 


practice. Paul J. Herley, M.D., Coatesville, Pa. 


ANSWER.—There are no dependable slide flocculation tests 
for syphilis available for office practice. All tests for syphilis, 
including slide tests, are unique in the fact that the per- 
formance of each of the multiplicity of steps requires expert 
hands and an error in any one step is sufficient to lead to 
incorrect results. The dependability of syphilis tests is pro- 
portional to the expertness in serologic techniques of the 
technical worker who performs them. 
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TREATMENT OF EXPOSED ACHILLES TENDON 


To tHE Epitor:—Following an injury to the lower end of 
the lateral aspect of the right leg, an ulcer developed that 
laid bare about 2 in. of the fibula and about 342 in. of 
the Achilles tendon. Surrounding the exposed bone and 
tendon are healthy granulations that at both ends and on 
one side show no tendency to cover over the Achilles ten- 
don. What treatment is advised to cover the exposed bone 
and tendon? What are definite signs of tendon death? 
Should this Achilles tendon be cut away at this time, seven 
weeks after injury? The peroneal tendons have already 
heen sacrificed. What type of skin graft is best utilized to 
cover the defect? M.D., New York. 


ANSWER.—An attempt should be made first to make sure 
the wound is thoroughly clean of any necrotic tissue. This 
can best be done by use of enzymes, such as streptodornase 
and streptokinase (Varidase), or cleaning the wound with hot, 
moist, normal saline packs. As to the death of a tendon, this 
is clinically difficult to determine. Some tendons, while appear- 
ing “dead,” do have recuperative powers if given proper pro- 
tection. The tendon should not be sacrificed at this time, but 
the defect should be covered with a thin, split-thickness skin 
graft. This will probably grow to the tendon and, in some 
cases, will even grow to the exposed bone. If the wound can 
thus be made into a closed wound, a secondary procedure 
can be done in shifting a skin flap, together with some fat 
with the flap, over the tendon. The fibula may later be re- 
sected; a 2 in. (5 cm.) resection of the fibula is of no conse- 
quence as far as function is concerned. 


ADDITIONAL VARICOSITIES FOLLOWING TRAUMA 

To THE Epiror:—A woman 50 years of age was in an auto- 
mobile accident this summer. It resulted in pain and swell- 
ing of her right ankle and left knee and pain in the coccyx 
area without roentgenographic evidence of fracture at any 
of these points. Mild edema of the ankle and knee was 
present for several weeks. She has moderately severe vari- 
cose veins that she maintains are worse since the accident 
than they were before. Is it possible for trauma to an ex- 
tremity to cause an aggravation of a previously existing 
varicose vein? G. L. Wiltse, M.D., Wahpeton, N. D. 


ANSWER.—In order to prove a connection between the 
automobile accident and the presence of ankle edema with in- 
crease in the size or number of varicosities, the following 
points must be considered: 1. There was no ankle edema or 
less ankle edema before the injury than after it. 2. There 
was a type of collateral venous circulation characteristic of 
deep venous occlusion that now has definitely enlarged. 3. At 
present, there is evidence of deep venous insufficiency with 
superficial collateral network of veins. The occurrence of injury 
to a collateral venous bed, with increase of edema and appear- 
ance of additional varicosities, must be admitted since trau- 
matic thrombosis is more apt to occur in a previously damaged 
venous network. 


NEW METHOD OF CANNING CORN 

lo THE Epiror:—A large canning company announced that 
it was going to use a new method of canning corn that 
involved pressure cooking for only 7 instead of 30 minutes. 
Is a period of only seven minutes sufficient to kill botulinus 
spores? M.D., New York. 


ANSWER.—The new method of canning corn to which the 
inquirer refers makes use of rotary-type equipment for holding 
the cans as they are being processed. By rotating the cans 
during the processing, a more rapid heat penetration is possible 
so that the holding time can be reduced. The usual processing 
for canned corn is 244 F for 30 minutes. With the rotary- 
type equipment, the processing is carried out at 270 F for 
seven minutes. It has been established by numerous studies 
that this high-temperature-short-time processing produces a 
better product and is at the same time adequate to insure 
the destruction of Clostridium botulinum. 
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EPIGASTRIC PAIN FOLLOWING INJECTION 

OF VITAMIN B COMPLEX 

To THE Epitor:—While giving a malnourished patient a vita- 
min B preparation intravenously, he complained of severe, 
cramping epigastric pain of 2 minutes’ duration. He gave 
a history of peptic ulcer a few years ago. I have had at 
least two patients with active ulcer complain of identical 
pain under the same circumstances. Is it usual for these 
patients to have irritation or spasm of the ulcer area from 
some component of the B complex? If so, could this re- 
action be of any value in following the progress of the 
peptic ulcer patient? M.D., Kentucky. 


ANSWER.—There is no scientific evidence that suggests that 
the intravenous administration of any component of the vita- 
min B complex produces spasm of the stomach or duodenum 
in the region of an active peptic ulcer. The intravenous ad- 
ministration of a wide variety of chemical substances occa- 
sionally produces abdominal pain, with hypermotility or spasm 
of the colon and other parts of the gastrointestinal tract. 
In the present case, it would be necessary to demonstrate that 
the cramping epigastric pain following the intravenous ad- 
ministration of vitamin B is associated with spasm of the 
pyloric portion of the stomach and not of the colon. It is 
not likely that the reaction could be of value in following the 
progress of the peptic ulcer patient. 


SODIUM FLUORIDE TABLETS AND DENTAL DECAY 

To THE Epiror:—What is the present opinion of the value of 

sodium fluoride tablets for the prophylaxis of dental caries? 
K. W. Covey, M.D., Mahnomen, Minn. 


ANSWER.—Theoretically dental benefits may be obtained 
from individual dietary supplements of soluble fluorides. There 
is, however, no adequate published study to verify this assump- 
tion, which is based largely on the observed results of water 
fluoridation. The obvious difficulties of individual adminis- 
tration relate to the following factors: 1. An optimum amount 
of fluoride must be administered daily throughout at least the 
first eight years of life to attain the dental benefits. There is 
also some evidence that continued use of fluoride beyond this 
period may be desirable. 2. The fluoride supplements must be 
adapted to the individual water supply or used only in areas 
where the drinking water is essentially free of fluoride. 3. 
Because of the potential hazards involved in the improper use 
of fluorides, such supplements should be limited to prescription 
in those cases that will be adequately supervised. The fluorida- 
tion of public drinking water is obviously the method of 
choice, but fluoride supplementation may prove useful in areas 
where a fluoridated municipal water supply is not available. 


CARBON MONOXIDE POISONING 
To THE Epiror:—/ would like information on retrobulbar 
neuritis caused by carbon monoxide and optic atrophy 
caused by carbon monoxide. 
Robert G. Laird, M.D., Grand Rapids, Mich. 


ANSWER.—In the course of severe carbon monoxide poison- 
ing as reflected by deep unconsciousness, almost any portion 
of the body may undergo damage. If persistent, such occur- 
rences are to be regarded as sequelae and not as chronic 
poisoning. In all instances the damage is to be attributed to 
anoxia at the time of the acute episode. Brain tissue is par- 
ticularly vulnerable. Fairly often involvement of the eyes will 
lead variously to transitory visual impairment or to total 
blindness or instead to ocular paralysis. Nearly always the 
lesions are located in the nuclei of the different ocular nerves 
rather than in any distal apparatus. On occasion the same 
condition has been described as optic atrophy or as retrobulbar 
neuritis without sharp discrimination. All this has been de- 
scribed by Drinker in “Carbon Monoxide Asphyxia” (London, 
Oxford University Press, 1938). That monograph contains bibli- 
ographic items referable to eye injury. Victims of carbon 
monoxide poisoning are prone to neuroses, and hysterical blind- 
ness or near blindness is well known. 
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ELIMINATION OF ALCOHOL FROM THE BODY 

To THE Epiror:—Through what channel is alcohol excreted 
from the system of an inebriated person? How long does 
it take to excrete the alcohol from such a person? If a 
person’s blood alcohol concentration was 0.15% four hours 
after his last drink, how much would it have been at the 
time of his last drink? 


R. M. Sandeen, M.D., Buffalo, Minn. 


ANSWER.—More than 90% of the alcohol is oxidized by 
the liver. The remainder is eliminated unchanged in the 
breath, urine, and perspiration. The rate of loss is remarkably 
uniform, a 150 lb. (68 kg.) person losing from 6 to 10 cc. 
of absolute alcohol per hour. The “catch” in the last question 
is that the last drink may also have been the first. Under 
such conditions there would have been no alcohol in the blood 
at the time of drinking, since it takes time for the alcohol to 
be absorbed into the blood. This phase of absorption, charac- 
terized by a rising blood alcohol, may last as long as two 
hours when a large amount of alcohol has been taken at one 
time. Then the oxidation factor supersedes and the blood alco- 
hol level falls at a uniform rate of about 0.015% per hour. It 
is then simple to determine that the level four hours before a 
0.15% reading could have been between 0 and 0.21%, depend- 
ing on the phase of absorption or oxidation. 
































































































































FAT IN THE DIET 


To THE Epitor:—/s fat essential for the diet of a normal 
adult? If so, how much? What are the consequences of 
following an extremely low fat diet for many years? 

M.D., Kentucky. 


ANSWER.—It is probable that some fat in the diet is essen- 
tial for the normal adult for the following reasons: (1) to 
supply certain essential unsaturated fatty acids; (2) to supply 
adequate calories to the total food intake; and (3) to supply 
satiety value to the total diet. However, it takes a relatively 
small amount of fat (about 25 gm. a day) to satisfy these re- 
quirements. Typical American diets are high in fat, containing 
from 125 to 175 gm. of fat per day. A “low fat” hospital diet 
will contain about 50 gm. of fat per day. There would be no 
adverse effects of following such a diet for many years. 
















































































EPINEPHRINE AND CARDIOVASCULAR DISEASE 

To tHE Eprror:—The answer about epinephrine and cardio- 
vascular disease in the Dec. 19, 1953 JOURNAL, page 1496, 
requires modification. Epinephrine (Adrenalin) not amino- 
phylline is the drug of first choice, but one must understand 
how to use it in relieving the asthmatic attack when asso- 
ciated with hypertension or cardiac disease. Too often the 
initial dose of epinephrine is too large, which accounts for 
the tachycardia. A dose of 4 minims should be injected 
subcutaneously. If within 20 to 30 minutes insufficient relief 
from the asthmatic attack is obtained, an additional 2 to 4 
minims are administered until relief occurs, the total amount 
used being the optimum dose for any further attacks. Epi- 
nephrine is preeminent in the relief of the bronchial asth- 
matic attack with or without hypertension or cardiac disease, 
when used as advised. Aminophylline is the drug of choice 
only when the patient is epinephrine-fast or is sensitive to 
epinephrine. It is also a fine adjunct to epinephrine. 

David L. Engelsher, M.D. 
178 E. Mt. Eden Ave., New York 57. 





































































































AMOUNT OF ALCOHOL THAT CAN 
BE TOLERATED 


To THE Epiror:—The reply in the Dec. 12, 1953, JOURNAL 
page 1414, on the amount of alcohol. that can be tolerated 
1 believe is rather on the conservative side. While in mili- 
tary service in the Philippines I observed a supply officer 
who consumed, by actual count, more than 40 cans of beer 
daily for several weeks—he bought it by the carton—during 
about 16 to 18 waking hours. During this time he was able 
to perform the duties required of him, and, while most of 
the beer was consumed after duty hours, I don’t recall that 
he was ever out of contact with his surroundings. 


Lester Lando, M.D., Monsey, N. Y. 






























































OTOSCLEROSIS 

To THE Epitor:—Jn THE JourNAL Jan. 2, page 101, in Queries 
and Minor Notes, it was disappointing to see the brief han. 
dling of the subject on deafness under the heading “Ojo. 
sclerosis.” There was no accurate and detailed history given, 
no results of physical examination including nose, naso. 
pharynx, and throat, and no functional examination of the 
hearing with tuning forks and audiometry. Conductive o, 
nerve type hearing loss was not diagnosed; this should be 
done first. 

Second, the commonest cause of bilateral progressive hear. 
ing loss with marked tinnitis is perceptive-type deafness and 
not otosclerosis. If it is otosclerosis, it is not true that any 
known therapy is useless. Many of these persons may have 
a satisfactory level of hearing restored by the fenestration 
operation. This operation, long past its experimental stage, js 
being done in numerous cities throughout the country. Tyr 
JOURNAL should print a correct answer so that some deaf per- 
sons will not be told that “nothing can be done except to get 
a hearing aid, learn lip reading,” or worse to be relieved of 
tonsils and teeth. L. Reed Cranmer, M.D. 

Professional Bldg. 
1838 Parkwood Ave. 
Toledo 2, Ohio 





To THE Epitor:—THE JournNaL, Jan. 2, contains a rather in- 
accurate reply in Queries and Minor Notes purporting to 
answer a question on otosclerosis. The fenestration opera- 
tion is no longer experimental and should have been recom- 
mended to this inquiring physician for his patient with oto- 
sclerosis. In fact, all otolaryngologists would be deeply af- 
fronted by this slight to the achievements of their specialty 


in this disease. E. M. Herzon, M.D. 
164 Division St. 
Elgin, Ill. 


To THE Epitor:—I/ would like to comment on the answer to 
the query on otosclerosis in THE JouRNAL, Jan. 2, 1954, page 
101. The answer advises a young woman, aged 36, to wear 
a hearing aid. The fenestration operation, which has been so 
successfully developed in this country by Dr. Julius Lempert, 
should have been suggested. I have seen excellent results in 
patients on whom he operated more than 10 years ago, and 
four months ago he operated on a woman 60 years of age. In 
addition to progressive deafness she had other classic signs 
such as tinnitus and noises. She now has serviceable hearing, 
and the tinnitus and noises are gone for the first time in 30 
years. This woman had tried a hearing aid. After wearing it 
a few weeks she became highly nervous. Her comment was: 
“I'd rather remain deaf than to have to wear it the rest of 
my life.” Joseph W. Miller, M.D. 

1953 S.W. 16th Ave. 
Miami 45, Fla. 


The first of these letters received was submitted to the con- 
sultant who answered the original inquiry. His comment fol- 
lows. 


To tHE Epitor:—ZIn reference to the letter of Jan. 11 on oto- 
sclerosis, it may be said that a nerve type of deafness may be 
progressive in elderly persons (prebycusis); however, in a 
woman of 36, a nerve type of deafness is more likely to be 
stationary. With a presumed history of normal hearing, the 
deafness would be acquired in most instances from some 
injury or infection involving the eighth nerve. In this event 
the hearing loss would be stationary as a rule and would 
frequently be unilateral rather than bilateral. Otosclerosis 
is much commoner in my opinion, in women aged 36 than 
a bilateral progressive nerve type of deafness. Marked tin- 
nitus is associated with otosclerosis rather than with a nerve 
deafness as a rule. The fenestration operation is most use- 
ful when indicated and is established as a sound surgical 
procedure. However it is not classed as therapy, as it does 

not affect in any way the progress of otosclerosis. 
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